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California Code of Regulations

Title 10. Investment

Chapter 12. California Health Benefit Exchange (§ 6400 et seq.)

Article 2. Abbreviations and DeFmitions

§ 6408. Abbreviations.

The following abbreviations shall apply to this chapter:

ACO Accountable Care Organization

APTC Advance Payments of Premium TaY Credit

CARPS Consumer Assessment of Healthcare Providers and

Systems

Ca1HEERS California Healthcare Eligibility, Enrollment, and

Retention System

CCR California Code of Regulations

CEC Certified Enrollment Counselar

CFR Code of Federal Regulations

CHIP Children's Health Insurance Program

CSR Cost-Sharing Reduction

DHCS Deparhnent 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 Pian
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HEDIS Health Effectiveness Data and Information Set

HHS U.S. Deparhnent of Health and Human Services

HIPAA Health Insurance Portability and Accountability Act

of 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 Enroller

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 Ta7cpayer Identification Number
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USC United States Code

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100501, 100502,

and 100503, Government Code; x-45 CFR Sections 155.20 and 155300.

§ 6410. De£mitions.

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

"Advance Payments of Premium TaY 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 Laze 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 Caze and Education Reconciliation Act

of 2010 (Pub.L. 111-152), and any amendments to, or regulations or guidance issued raider,

those acts, as defined in Government Code 100501(e).

"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, Secfion 1399.849(c~) of the Health and Safety Code,

and Section 10965.3(c~) of the Insurance Code.

"Applicable Children's Health Insurance Program (CHIP) MAGI _based Income Standard"

means the applicable income sCandard as defined at 42 CFR Section 457.310(b)(1); (November

30, 2016), hereby incoroorated 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); (iVovember 30, 2016,
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herebv 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 (MAGIC-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, 20161, hereb iti ncorporated b~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 Bxchange (excluding those individuals seeking eligibility for an

exemption from the shared responsibility payment) or transmitted to the Exchange by an agency

administering an insurance affordability program for at least one of the following:

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

(2) Medi-Cal and CHIP.

(b) For SHOP (CCSB):

(1 An employer who is seeking elie~bility to purchase covera e throunh the SHOP Exchange

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

~}j2) An employer, employee, or former employee seeking eligibility for enrollment 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 Section 435.603(fl; (November 30, 20161, hereby incorporated by reference, or

family, as defined in 26 USC Section 36B(d) and 26 CFR Section 1.36B-1(d) (December 19,
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20161, 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 Government Code Section 100500.

"California Health Benefit Exchange" or the ̀ Exchange" means fhe 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" (Ca1HEERS) means the

California Healthcare Eligibility, Enrollment, and Retention System, created pursuant to

Govercunent Code Sections 100502 and 100503, as well as 42 USC Section 18031, to enable

enrollees and prospective enrollees of QHPs to obtain standardized comparative 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,AgenY" means an insurance agent who is curreptly 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 health insurer holding a valid outstanding certificate of authority

from the Insurance Commissioner or a health care service plan, as defined under subdivision ( fl

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 AfFardable 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 AgenP' 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 maybe:

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

(b) An Issuer Application Assister as defined in 45 CFR Section 155.20 December 22, 20161,

hereb iy 'ncorporated by reference, provided that the issuer application assister is not employed or

contracted by a PBEE to sell, solicit, or negoriate heakh insurance coverage licensed by the

California Deparhnent of Insurance.
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"Certified Plan-Based Enroller 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 through the Exchange.

"Certified Plan-Based Enrollment Enfity" (PBEE) means a QHP Issuer registered 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

shall be registered by the Exchange only if it meets all of the training and certification

requirements specified in Section 6706 of Article 9 of this chapter.

"Child" means a person as defined in Sections 1357.500(a) and 1399.845(a) of ~z~the

Health and Safety Code and in Section 10753(d) of r"~'~ro~the Insurance Code.

"Cost-share" or "Cost-sharing" means any expenditure required by or on behalf of an enrollee

.with respect. to receipt of Essential Health Benefits; such term includes deductibles, coinsurance,

copayments, or similar charges, but excludes premiums, balance-billing amounts for non-

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 enrolled in a

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

are covered if provided through doctors, specialists, and hospitals in the plan's netwbrk (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 assigrvnent 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 denCal plan product that

delivers dental services to members through a network of contracted dental care providers and

includes limited coverage ofout-of-network services.

"Dependent' means:

(a) In the Individual Exchange:

(1) For purposes of 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

determinations for enrollment in a QHP without requesting APTC or CSR, "dependent" also

includes domestic partners.

(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 Secrion

1399.845(b) of the Health and Safety Code and in Section 10753(e) of the Insurance Code,

referring to the spouse ar 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 ~3-S'~1373(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 anon-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 SecCions 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 Code and in Section 107$3(fl of the Insurance Code.

"Eligible Employer-Sponsored Plan" means a plan as defined in Section SOOOA(~(2) of Il2C (26

USC § SOOOA(fl(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), ar (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

madeby 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

employee 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 Providers" means providers that serve predominantly low-income,

medically underserved individuals, as defined in 45 CFR Section 156.235 (December 22, 20161,

hereby incornorated b~eference.

"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 ofthe State of California.

`Exclusive Provider Organization" (EPO) 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 aze

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 Section 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(kj 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 Plau" 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 -1-9~~10122.27(a)(5), and also includes

coverage for certain benefits for adult enrollees and is available to qualified employers meeting

the requirements of Section 6522(a)(5)(t~~ 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.

"Health Insurance Coverage" means coverage 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 Section 300gg-

91 and 45 CFR Section 144.103. Also referred to as "Carrier," "Health Issuer," or "Issuer."

"Health Maintenance Organization" (HMO) means an arganizaYion 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 defined in Section

22s(~)~2> of~c X26 use § z23~o)(z».
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"Incarcerated" means confined, after the disposition of charges, in a jail, prison, or similar penal

institution oz 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 Settlement Act (85 Stat. 688) [43 USC § 1601 et seq.], which 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 pursuant to ~-rfet-r~the Government Code Section 100500 et

seq. (2010 Cal. Stay. 655 (AB 1602) and 2010 Cal. Stat. 659 (SB 900)), 42 USC Section

18031(b) of the federal Patient Protection Affordable Care Act and other applicable laws to

furnish and to pay far health insurance plans for Qualified Individuals and Qualified Employers.

"Individual Markey' means a market as defined in Section 1304(a)(2) of the Affordable Care AcY

X42 use § iso2~ ~a~~2~>.

"Initial Open Enrollment Period" means the initial period in wluch Qualified Individuals may

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

fAprii 18, 2017 , hereb 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 tifle XIX of the federal Social Security Act (42 USC § 1396 et

seq.).

(b) The State children's health insurance program (CHII') under title XXI of the federal Social

Security Act (42 USC § 1397aa et seq.).

(c) A program that makes available to qualified individuals coverage in a QHP through the

Exchange with APTC established under Section 36B of the Internal Revenue Code (26 USC §

36B).

(d) A program that makes available coverage in a QHP through the Exchange with CSR

established under section 1402 of the Affordable Care Act.

"Lawfully Present" means anon-citizen individual as defined in 45 CFR Section 152.2 Au st

30, 2012 , hereb iv ncorporated by reference.

"Level of Coverage" or "Metal Tier" means one of four standardized actuarial values and the

catastrophic level of coverage as defined in 42 USC Section 18022(d) and (e), Sections

136'7.008(a) and (c)(1) and 1367.009 of the Health and Safety Code, and Sections l 0112.295(a)

and (c)(i) and 7 0112.297 of the Insurance Code.

"Medi-Cal Managed Care Plan" (MMCP) means a person or an entity contracting with DHCS to

provide health care services to enrolled Medi-Cal beneficiaries, as specified in

Section14093.07(b) ofthe Welfare and Institutions Code.

"Minimum Essential Coverage" (MEC) means coverage as defined in Section SOOOA(fl of IRC

(26 USC § SOOOA(fj) and in 26 CFR Section 1.36B-2(c) (Ju1~26, 2017 , hereb~incomorated 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 requiremenCs 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" (MAGn 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) far purposes of determining eligibility for Medi-Cal.

"I~ton-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 (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 Secrion 144.103.

"Plain Language" means language that the intended audience, including individuals with limited

English proficiency, can readily understand and use because that language is concise, well-

organized, 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 Issuer" means 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 employer 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 ]per dependents.

"Qualified Employer" has the same meaning as fhe term is defined in 42 USC Section 8032(fl(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(fl(1) and 45 CFR Section 155.305(a) (Aril 17, 2018 ,hereby incorporated by reference.
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"Qualifying Coverage in an Eligible Employer-Sponsored Pian" 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 C~'R 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 109659(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), hereb~incor~orated by reference, providing that information the

Exchange obtained through electronic data sources, information provided by the applicant, or

other information in the records of the Exchange shall be considered to be reasonably compatible

with an applicant's attestation if the difference ar 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(fl of IRC (26 USC § 36B(fl) and 26 CFR Section

136B-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' means 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 contract or an insurance 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 "CCSB."

"SHOP Application Filer" means an applicant, an authorized representative, anagent or broker

of the employer, or an employer filing for its employees where not prohibited bylaw.

"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(c~(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

experiences certain qualifying events, as specified in Section 6504(a) of Article 5 of this chapter,

Section 1399.849(d) of the Health and Safety Code, and Section 10965.3(d) of the Insurance

Code, may enroll 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 taac return for the benefit yeaz, 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 (7anuary 16, 19971, hereby

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

satisfies one of the exceptions specified in 26 CFR Section 136B-2(b)(2)(ii)-(v);

(c) That no other taxpayer will be able to claim him, her, or the couple as a tas dependent far 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 tas return for one or more applicants, who may ar may

not include himself or 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 tat laws. It is

issued either by the SSA or by the IRS. TINs include SSN, Employer Identification Number

(EIN), Individual Taxpayer Identification Number (ITIN), Taxpayer Identification Number for

Pending U.S. Adoptions (ATII~, and Preparer TaJcpayer 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, 155305. 155.410. 155.415, 155.430, 155.700, 155.705,

155.710, 155.725, 156.235 and 1561230; ar~d-26 CFR Sections 1.36B-1, 136B-2, 1.36B-4,

is000a-I~d) ~a ia~os-i.
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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. "Sha11" is used in the mandatory sense. "May" is used in the

pernussive sense. "Should" is used to indicate suggestion or recommendation.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100501, 100502,

and 100503, Government Code.

§ 6452. Accessibility and ReadabiliTy Standards.

(a) All applications, including the single, streamlined application described in Secrion 6470 of

Article 5 of this chapter, forms, notices, and correspondence provided to the applicants and

enrollees by the Exchange and QHP issuers shall conform to the standards outlined in

subdivisions (b), (c), and (d) of this section. This section shall not be interpreted as limiting the

application of existing State laws and regulafions regarding accessibility and readability

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

(b) Iafonnatiou 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_admiaistratively fessible, all written

correspondence shall also:

(1) Be formatted and written in such a way that it can be understood 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 informationbeing provided.

(c) Information shall be provided to applicants and enrollees in a manner that is accessible and

timely to:
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(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 ̂ - ~~n~~ti~~:Q, including telephonic interpreter services in at

least i 501anEuaQes;

B) Written translations: and

(~j~ Taglines in non-English languages indicating the availability of language services in at

least the to 1p 5 langu~es spoken by the limited English Uroficient po ulp ation.

(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.

(d) Information 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 Part 92 of

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

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 18116; 45 CFR Part 92; aril-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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(i) An explanaiion of the action reflected in the notice, including the effective date of the action;
(2} Any factual bases upon which the decision was made;

{3) Citations to, or identi#"ication of, the relevant regulations supporting the action;
(4) GonYact in#'ormation for available customer service resources, including local legal aid and
welfare rights offices; and

(5) An explanation of appeal rights.

(b) All Exchange notices shall~~~j; conform to the accessibility and readability
standards specified in Section 6452.

(c) T'he Exchange shall, at least annually, reevaluate the appropriateness and usability of all -
notices.

(d) The individual market Exchange shall provide required notices either through standard mail,
or if an individual el~ecis, electronically, provided that the requirements for electronic notices in
42 CFR Section 435.918 Lull I S„ 2013) tigrebv incorporated. by reference. aze met, except that
the individual mazket Exchange shall not be required to implement the process specified in 42
CFR Section 435.918(6)(1) for eligibility determinations for enrollment in a QHP through the
Exchan~s and IAPs that are effective before ,Tanuary 1, 2015.

(e} Unless otherwise required by federal ar State law, the SHOP shall provide requited notices
electronically, or if an employer or employee elects, through standard mail. If notices are
provided electronically, the SHOP shall comply with the requirements for electronic notices in
42 CFR Section 435.918(6}(2) through (5) for the employer or employee.

(fl In the event that the individual mazket Exchange or SHOP is unable to send select required
notices electronically due to technical limitations, it may instead send these notices through
standard mail, even if an election has been made to receive such notices electronicaaly.
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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 ~~~~"m~~* ~~ ~~ T ̂  n ;~~,.,a:~~.

~1) Enrollment in a QHP,

FH(2) Medi-Cai,

(~-}~ CHIP,

(~~ APTC, and

(~Fj~5,2 CSR.

(b) To apply for any of the programs listed in subdivision (a) of this section, an applicant or an

applicarion filer shall submit aJl information, documentation, and declarations required on the.

single, streamlined application, as specified in subdivisions (c), (d), and (e) of this section, and

sha11 sign and date the application.

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

sCreamlined application:

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

(2) The applicants 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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(4) The applicant's SSN, if one has been issued to the applicant, and if the applicant does uoi
have a SSN, the reason for not having one. The applicant's TIN, if one has been issued. to the
applicant in lieu of a SSN.

(5) The applicant's gender.

(6) The applicant's marital status.

(7) T7te applicant's status as a CI.S. Cikizen or Li.S.lVational, or the applicant's immigration status,
if the appliCapt is not a U.S, Citizen or U.S. National and attests to hewing satisfactory

incimigration status or`lau~fui presence status.

(&) The applicant's employment status.

(9) Sources amount, and paymcnf frequency of the applicant's ta~cable gross inconne-pe g,
ate. weld ss the followin~~hree s ofteat-exempt income; ~e~asr foreign earned income,
income from interest that the applicant receives ar accrues during tt~e taacabie pear, and income
from Social' Security benefits, but exctnd ng income from ctuld suppork paymeuts> vet'eran's
payments, and Sapp7emental Security Income%3tate Supplementary Payment {SSUSSP). If self-
employed, the type of tivork, and the amount of net income.

(10j The applicant's expected annual household income from all sources, as specified in

~bdivision` c}(9~af this section.

(1'1) The number of members 3n the applicant's household.

(12) Whethez the applicant is an American Indian or Alaska Native, and if so:

(t~} Name and state of the tribe;

~B} Whe#her the applicant has ever received a service from the Indian Health Service, a tribal
health program, or an urban Indian health program or through a referral from one of these
prograzns, and if not, whether he or she is eligble to receive such services; 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 applicants expected type and amount ofarrythe tax deductions, ~~~'~

~ite~ that the applicant is allowed to ̂ +..a~~''~~~ :r`~-~~* ~~~••r4i~h 4..:4i~r~ n„A F~e~n ..A~~~n4.~r
f 1

educt from his or her taxable oss

income when calculating the a~plicanYs adjusted gross income on ~'•~ •^~"~a~~•. ̂ ' ~F ~~•,;~rt~

is

or her federal income ta~c return.

(14) Whether the applicant currently has MEC through an employer-sponsored plan, as defined

in Section SOOOA(~(2) of IRC (26 USC § SOOOA(fl(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

aefinea ~n seot~on s000a(fl~1~~.a> oflxc (26 use § s000a{~j~i~(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.

(] 8) Pregnancy status, i£ 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 afull-time student.
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(22) Whether the applicant is 18 to 26 yeazs 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) Whethei the applicant intends to file a federal income tat rehun For the yeaz for which he or

she is requesting coverage, and if so, the applicants expected tam-filing status.

(25) Whether the applicant is a primary taac filer or a tax dependent;-~-i4: If the apulicant is a

t~ dependent, the non-applicant_primary tax filer shall provide the information in

subdivision(c)(1) thmugh (13) of tlris secrion, except for the information in subdivision (c)(7)

regarding citizenship, status as a national, oz immigration status, f ~~~~~:i:.

Ea~rle~.

(26) For each person for whom the applicant is applying for coverage:

(A) The relationship of each person to the applicant; and

(B) The information in subdivision(c)(1) thmugh (25) ofthis section.

(27) Whether the applicant designates an authorized representative, and if so, the authorized

representative's name and address, and the applicant's signature authorizing the designated

representative to act on the applicant's behalf for the applicaCion, eligibility and enrollment, and

appeals process, if applicable.

(d) An applicant or an application filer sba11 declare under penalty of perjury that he or she:

(1) Understood all questions on the application; and gave true 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 ar 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 California Penal

Code Secrion 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;

(5) Understands that if he or she received premium tas credits for health coverage through the

Exchange during the previous benefit year, he or she must have filed or will file a federal taac

return for that benefit year; and

(e) An applicant or an application filer shall indicate that he or she understands his ar 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 to 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 sha11 be

only used for purposes of eligibility determination and enrollment for al] 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 the

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 persons)

for whom he or she has requested coverage on the application, 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 members) 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 Ca1WORKs 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 sha11 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, except for purposes o£ applying for Medi-Ca1, the applicant

and any other persons) the applicant has included in the application shall not be confined, a8er

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 applicant 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 persons) included in the application, receives from other health

insurance, legal settlements, or judgments covering that medical expense shall be used to repay

Medi-Ca1 until the medical expense is paid in fixll.
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(9) The applicant understands that he or she shall have the right to appeal any action ar 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

members) in the appiicanYs household may affect the eligibility of other members of the

household.

(fl If an applicant or an application filer selects a health insurance plan or a QDP, as applicable,

in the application:

(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, responsible parties, or authorized representatives, age 18 or older who are

selecting and enrolling into a health insurance plan shall agree to, sign, and date the agreement

for binding arbitration, as set forth below:

(A) For an Exchange Plan: "I understand that every participating health plan has its own rules for

resolving disputes ar claims, including, but not limited to, any claim asserted by me, my enrolled

dependents, heirs, or authorized representatives against a health plaza, any contracted health care

providers, administratars, 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 ar were improperly, negligently, or

incompetently rendered), or premises liability. I understand that, if I select a health plan that

requires binding arbitration to resolve disputes, I accept, and agree to, the use of binding

Page 28 of 123 August 7, 2018



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 that the 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 informaCion."

(B) For a Kaiser Medi-Cal health plan: "I have read the plan description. I understand that Kaiser

requires the use of binding neutral arbitration to resolve certain disputes. This includes disputes

about whether the right medical 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, ar incompetently

rendered. If I pick Kaiser as my Medi-Cal health plan, I give up my constitutional rigYxtto a jury

or court trial for those certain disputes. I also agree to use binding neutral arbitration to resolve

those certain disputes. I do not give up my right to a state hearing of any 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(sb), for up to five years Co

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; ar

(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 ar she shall:

(1) Provide his or her name;

(2) Provide his or her certification ar 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 best of his ar her knowledge and explained to the applicant in plain language, and the

applicant understood, the risk of providing inaccwate or false information; and

(~ Date and sign the application.

(i) To apply for an eligibility determination and enrollment in a QHP through the Exchange

without requesting any ̂  °T~~-~~IAPs, 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 required 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), (~, (7), (9), and (10) of this section;

(4) Subdivision (fl(1) and (2)(A) of this section; and

(5) Subdivision (h) of this section.

(j) An applicant or an application filer may file an application througlx one of the following

channels:

(I) 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 applicarion filer and make an

eligibility determination for an applicant seeking an eligibility determination at any point in time

during the year.

(I) If an applicant or application filer submits an incomplete application that does not include

sufficient information for the Exchange to conduct an eligibility determination for enrollment in

a QHP through the Exchange or for an IAP, if applicable, the Exchange shall proceed as follows:

(1) The Exchange shall provide notice to the applicant indicating that information necessary to

complete an eligibility determination is missing, specifying the missing information, and

providing instructions on how to provide the missing information;

(2) The Exchange shall provide the applicant with a period of 90 calendar days from the date of

the notice described in subdivision (1)(1) of this section, or until the end of an enrollment period,

whichever date is earlier, to provide 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 Exchange shall not

proceed with the applicants eligibility determination or provide APTC or CSR, unless the

applicant or application filer has provided sufficient information to determine the applicant's

eligibility for enrollment in a QHP through the Exchange, in which 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; ar~d-45 CFR Sections 155.310-axd, 155.405.

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

(a) An applicant who is seeking enrolhnent in a QHP that is not a catastrophic plan shall meet the

requirements of this section, except for the requirements specified in subdivision (fl of this

section, regardless of the applicant's eligibilify for APTC or CSR. For purposes of this section,

an applicant includes all individuals listed on the application who are seeking enrollment in a

QHP through the Exchange. An applicant who is seeking enrollment in a catastrophic QHP shall

also meet Che requirements specified in subdivision (fl of this section. An applicant who is

seeking enrollment in a QDP shall also meet the requirements specified in subdivision (g) of this

section.

(b) An applicant who has a SSN shall provide his or her SSN to the Exchange.

(c) An applicant sha11 be a citizen ar national of the United States, or anon-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 pencling the disposition

(judgment) of charges.

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

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

Section 435.403(b) (March 23, 2012), hereb iii icorporated 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 commihnent 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 ~n-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

Income/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 ar she resides, including without afixed

address; ar

(B) The service azea of the Exchange of a parent or cazetaker, established 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 the 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

household are not within the same Exchange service area, in accardance 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 tfie

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

that services the area in which the dependent meets a residency standard described in

subdivisions (e)(1), (2), or (3) ofthis section.

(5) The Exchange shall not deny or terminate an individual's eligibility 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 from the service azea of the Exchange and intends to return

when the purpose of the absence has been accomplished.

(fl'The eligibility standards specified in this subdivision shall orily apply to the eligibility

determination for enrollment through the Exchange in a QHP that is a catastrophic plan, as

defined in Secrion 1302(e) of the Affordable Care Act.

(1) The Exchange shall determine an applicant eligible for enrollment in a catastrophic QHP

tluough the Exchange if the applicant:

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

(B) Has a certification in effect for any plan year that the applicant is exempt from the

requirement to maintain MEC under section SOOOA of IRC (26 USC § SOOOA) by reason o£

1. Section SOOOA(e)(1) of IRC (26 USC § SOOOA(e)(1)) relafing to individuals without

affordable coverage; or

2. Section SOOOA(e)(5) of IRC (26 USC § SOOOA(e)(5)) relating to individuals with hazdsiups.

(2) APTC shall not be available to support enrollment in a catastrophic QHP through the

Exchange.
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(g) The eligibility standards specified in this subdivision shall only applyto the eligibility

determination for enrollment 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 anon-catastrophic QHP through

the Exchange is enrolled in the QDP. The family may continue enrollment in the QDP even if the

adult later ceases enrollment in the non-catastrophic QHP through the Exchange.

(2) To enroll one child in a family in a QDP, all children in the family under 19 years of age shall

also enroll in the same QDP.

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

100503, Government Code; af~142 CFR 435.403. 45 CFR Section 155.305.

§ 6474. Eligibality Requirements for APTC and CSR.

(a) 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, except for the

requirements specified in Section 6472(fl relaying to enrollment in a catastrophic QHP.

(b) For purposes of this section, household income has the meaning given the terrn 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 i£

(A) Tax filer is expected to have a household income of greater than oz 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 exemption

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 enrolled in a QHP that is neither a catastrophic plan nor a QDP Chrough the Exchange.

(2) Anon-citizen tax filer who is lawfully present and ineligible for Medi-Cal by reason of

immigration statixs, and is not otherwise eligible for APTC under subdivision (c)(1) of this

section, shall be eligible for APTC i£

(A) Taa; filer meets the requirements specified in subdivision (c)(7) of this section, except for
....
subdivision ~~)~1)~A)>

(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 anon-citizen who is lawfully present and ineligible for Medi-Cal by reason of

immigrafion 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) Ta~c filer shall not be eligible for APTC if:
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(A) HHS nofifies the Exchange, as part of the verification process described in Sections 6482

through 6486, that APTC was made on behalf of the tax filer (or either spouse if the tax $ler is 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) Tax filer (or his or her spouse) did not comply with the requirement to file an income tax

return for that year, as required by Sections 6011 and 6012 of IRC (26 USC §§ 6011; 6012) and

implementing regulations; and

(C) The APTC was not reconciled for that period.

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

36B) and 26 CFR Section 1.36B-3 (July 26, 2017. ,hereby incorporated b~reference.

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

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

would be used to verify household income and family size.

. ,

-a~iv

(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) ofthis-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 Caze Act.

(3) The Bxchange 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 l00 percent of the FPL and less than or equal to 150 percent 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 ar

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 less 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 azid less than or equal to 250 percent of the FPL for the benefit yeaz 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 oovered by the family

policy would be eligible:

(A)Not eligible for CSR;
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(B) Section 6494(x)(3) and (4) _Special CSR eligibility standards and process for Indians

regardless of income;

(C) Subdivision (d)(3)(C) of this secrion;

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

(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; a~26 CFR Sections 136B-1 1.36B-2 136B-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 ali IAPs.

(c) 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 ofAPTC 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 ar she will file an income tas return far the benefit year, in accordance with Sections

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

(B) If married (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 ar her as a tax dependent for the benefit year;

and

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

applicants identified as members of his or her family, including the tax filer and his or her

spouse, in accordance with Section 6482(d).

(e) if the Exchange determines an applicant eligible for Medi-Cal or CHIP, the Exchange sha11

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

determination, all information that is necessary for DHCS to provide the applicant with

coverage.

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

Bxchange 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 tame, if administratively feasible.

(g) Upon making an eligibility determination, the Exchange sha11 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 determinafion, in accordance with the dates specified in Section

6502(c) and (fl and Section 6504(g) and (h), as applicable; ar
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(2) For a redetermination, in accordance with the dates specified in Secfion 6496(j) through (1)

and Section 6498(k), as applicable.

(h) The Exchange shall provide written notice to an applicant of any eligibiliCy determination

made in accordance with this article within five business days from the date of tke eligibility

determination.

(i) 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 employer has 50 or more full-time employees, the employer may be liable

fot 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 Deparhnent of Labor (OSHA), as specified in 29

USC Section 218c and 29 CFR Sections 1984.102 (November 16, 2012~j, herebincorporated 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 new 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

eligibility 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; ~~tt~126 CFR Sections 1.36B-2 and 1.7703-1.29 CFR Sections

1984.102 and 1984.102; 45 CFR Secrion 155.310.

§ 6478. Verification Process Related to Eligibility Requirements for Enrollment in a QHP

Through the Exchange.

(a) The Exchange shall verify or obtain information as provided in this section to determine

whether an applicant meets the eligibility requirements specified in Section 6472 relating to the

eligibility requirements for enrollment in a QHP through the Exchange.

(b) Verification of SSN.

(1) For 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

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. 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

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 the Exchange or resolve the inconsistency with the SSA.

(c) Verification of oifizenship, status as a national, or lawful presence.

(1) For an applicant who attests to citizenship and has a SSN, the Exchange shall transmit the

applicants 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 citizenship and for whom the Exchange. cannot

substantiate a claim of citizenship through t1~e SSA, the Exchange shall transmit information

from the applicant's documentation and other identifying information to HHS, which will submit

necessary information to the DHS for verification.

(3) For an applicant who attests to citizenship, stahzs 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 Exchange

shall provide 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 determines on a case-

by-case 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 the 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 sha11 accept an

applicants attestation that he or she meets the residency standards of Section 6472(e) without

further verification.

(2) If information provided by an applicant regarding residency is not reasonably compatible

with other information provided by the individual or in the records of the Exchange, the

Exchange shall examine information in ~IHS-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 ofincarceration status.

(1) The Exchange sha11 verify an applicants attestation that he or she meets the requirements of

6472(d) by:

(A) Relying on any HHS-approved electronic data sources that are available Yo the Exchange; or

(B) Except as provided in subdivision (e)(2) of this section, if aHAS-approved data source is

unavailable, accepting the applicant's attestation without further verification.

(2) If au applicant's attestation is not reasonably compatible with information from HHS-

approved data sources described in subdivision (e)(1)(A) ofthis 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.

(fl Verification related to eligibility for enrollment through the Exchange in a QHP that is 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(fl by:

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

1. Except as provided in subdivision (fl(1)(A)2 of this section, the Exchange s1~a11 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 Secrion

6472(~(1)(B)•

(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

(fl(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, Govermuent Code. Reference: Sections 100502 and

100503, Government Code; ~iA-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 far MEC other than through an

eligible employer-sponsored plan, Medi-Cai, or CHIP, using information obtained €Fetes-tie

Eby transmittin identifving information specified by HHS to HHS for verification ~ul~uoses.

(b) The Exchange sha11 verify whether an applicant has already been determined eligible for

coverage through Medi-Cal or CHIP, using information obtained from the DHCS.
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Note: Authority cited: Section 100504, Government Code. Reference: Sections ] 00502, 100503,

and 100504, Government Code;-axis 45 CFR Section 155.320.

§ 6482. Verification of Family Size and Household Income Related to Eligibility

Determinarion 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 taac filer's household income, in

accordance with Section 36B(d)(2) of IRC (26 USC § 36B(d)(2)) and 26 CFR Section 1.368-

1(e), or an applicanPs 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 136B-1(e)(2)(iii) from

the Commissioner of Social Security by transmitting identifying information specified by HHS

to HHS; and

(2) Proceed in accordance with the procedwes 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 IIZS.

(c) 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), the Exchange shall request data regarding MAGI-based income in accordance with

42 CFR Section 435.948(a) (March 23, 2012), hereb~ncorporated by reference.

(d) An applicant's family size shall be verified in accardance 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

CK.

(2) If an applicant attests that the information described in subdivision (b)(1) o£this secrion

represents an accurate projection of a taY 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 applicanPs attestation without further verification i£

(A) The data described in subdivision (b)(1) of this section is unavailable; 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 represent an

accurate projection of fhe tax filer's family size for the benefit year for which coverage is

requested.

(4) If the Exchange finds that an applicant'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 ofthe Exchange, with the exception of the data described in subdivision (b)(1) of

this section, the applicants atCestation 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 applicants 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.

(e) 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 ~r~.-~ ata 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) oP

this section represents an accurate projection of the tax filer's household income for the benefit

year for which coverage is requesCed, the taa~ 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 section is unavailable, ar an applicant attests

that a change in household income has occurred, or is reasonably expected to occur, and so it

does not represent an accurate projection of the tax filer's household income far 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; X26 CFR Section 1.36B-1.42 CFR Secrions 435.603 and 435.948

45 CFR Section 155.320.
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6484. Verification Process for Increases in Household Income Related Yo Eligibility
Determination for APTC aad CSR

(a} ~~ce~~s~~vided in subdivisio}i (bl of this section. the Exohaage shall accept the
applicanl's attestation regazding the tax filer's annual household income without further
verification if-

{1) An applicant attests, in accordance with Section 6482(e}{2), that a ta~~t filer's ~iuual
household income has increased, or is reasgnably expected to increase, from the ncort~e
described. in Section b482(e)(1) for the benefit yeaz for which the applicants) in the tax file's
family are requesting coverage; and

(2} The Exchange has not verified the applicant's MAGI-based income fo be
within the applicable Mec1i-Cai or CHIP MAGI-based igcome standard, in acec~rdance with the
~mcess specified in tv~edicaid re$ulati~ns a# ~2 GF'R Sectians 435.945 (Novernbe 30. ~OiS).
herebX inegrporated by reference, 435.948 ~IvTazch 23.2i~12) hereby incozporated by r~renc~,

- anti 435.952 {NN~vember 30 241b~herebY uaCOr~o~ated by refe,~gnce. and CHIP regula#ions at 42
CFR Secrian 457.384 (November 3~ ~0 ib~ hereby incor~wrated~y reference.

...

fib) The Exchange shall follow the inconsistency procedures specified in Section 6492t~1)
through (41 if:

(1~1`be applicant's attestation 20 projected annual household income, as described in Section
6482(e)(2} is equal to or erecter than 100 percent but no more than 400 percent of the FPL for
-the benefit year for which coverage is requested:
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(2) The applicant's attestation to projected annual household income as described in Section

6482(el(2), is more than 25 percent above the annual household income computed in accordance

with Secrion 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

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

~plicable Medi-Cal or CHIP MAGI-based income standard in accordance with the rp OCesS

specified in Medicaid regulations at 42 CFR Sections 435 945 435 948 and 435 952 and CHIP

regulations at 42 CFR Section 457.380.

(cl Subdivision (b) of this section shall not ap~ly if the auplicant is anon-citizen who is lawfully

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

(d) If, at the conclusion of the 95-dav period specified in Section 6492(a~(2~~B) the Exchanee

remains unable to verify the applicant's attestation the Exchan e~ sha11•

~1) Determine fhe applicant's eli ig bility based on the information described in Secfion

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) throu Q~.

(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~~) is unavailable, the Exchanee shall:

(1) Determine the t~ filer inelieible for APTC and CSR•
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(2~ Notifv the applicant of such determination in accordance with the notice requirements

specified in Section 6476(hl; and

(31 Discontinue anv 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, Govermnent Code; as~d42 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 Yhis section i£

(1) An applicant attests to projected annual household income in accordance with Section

6482(e)(2);

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

(3) The Exchange has not verified the applicant's aEEesie~-1~easakel~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; and

(4) One of the following conditions is met:

(A) The IRS does not have tas return data that may be disclosed under Section 6103(1)(21) of

IRC (26 USC § ~A~6103(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 circtunstances has occurred, or is reasonably expected

to occur, 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 taac filer qualifies for an alternate verification process based on the requirements specified

in subdivision (a) of this section and the applicants attestation to projected annual household

income, as described in Section 6482(e)(2), is no more than 25 percent below the annixal

household income computed in accardance with Section 6482(e)(1), the applicant's attestation

shall be accepted without further verification.

(c) If a tax filer qualifies for an alteniate verification process based on the requirements specified

in subdivision (a) of this section and the applicant's attestarion 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(e)(1), or if the ta~data described

in Section 6482(b)(1) 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) TAI e Exchange shall use:

(A) Annualized data from the MAGI-based income sources; as specified in Section 6482(c};

e~ai~d

(B) Other HHS-approved elecironic data sources...

{2) If the applicant's attestation indicates that the information described in subdivision {c)(i) of

this section represents an accixrate projecdorr of the tax filer's household income for the benefit

yeaz for which coverage is requested, the Exchange shall determine the t~ filer's eligibility for

APTC and CSR based. on the household income data in subdivision. {c)(1) of this section.

{3) If electronic data aze unavailable or the applicant's attestation to projec#ed annual household

income, as described in Seci on 5482(ej(2), is more than 25 percent below the annual household

income computed using data sources described in subdivision (c)(1) ofttus section, the fixchange

shall follow procedures specified in Section 6492(a)(1) thrpugh (4).

(4) Except as specified in subdivision (c1t5) of this section. the Exchange shall accepf the

applicant's attestation without further verification if:

{A) The applicants attestation. to projected annual household income, as described in Section

6482{e)(2), indicates that a tae filer's annual household income has increased, or is reasonably

expected to increase, from the data described in subdivision (cxi) of this secrion for the benefit

year for which the applicant{s) in the tax filer's family aze requesting coverage; armed

(B) The Exchange has not verified the applicant's aE~e~~ee~-l~se~ie}dMAGI-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 SeetSon 457.38Q—ate
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,•

~~

f51 The Exchan~te shall follow the inconsistencynrocedures specified in Section 6492fa1(1)

through (4l if:

jQJ The Exchange finds that the applicant's attestation of a ta~c filer's ann anal household income is

not reasonably compatible with other information ~rQvided by the 8pplication filer: or

~BLThe data described in subdivision (c~(I) ofthis section indicates that the nroiected annual

,household income is under100percent of the FPL; and

~Cl The applicant's aftestation to proiected annual household income as described in Section

64$2(e~2Lis equal to or ~r~aier than 100 percent but r~o more than 40~ercenY of the FPL for

the benefit year for which cover e is requested: and

Page 54 of 123 August 7, 2018



(D) The applicant's attestation to ejected annual household income as described in Section

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

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

{3-}~ The applicant shall not be eligible for APTC or CSR i£

(A) The applicant has not responded to a request for additional information from the Exchange

following the 95-day period specified in Section 6492(a)(2)(B); and

(B) The data sources speciffed in Section 6482(b)(1) and (c) indicate that the applicant is eligible

for full-scope Medi-Cal or CHIP.

(~~ 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 Bxchange shall:

(A) Determine the applicants eligibility based on the information described in Section

6482(e)(1);

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

specified in Section 6476(h); and

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

6496(j) through (1).

{~~ If, at the conclusion o£the 95-day period specified in Section 6492(a)(2)(B), the Exchange

remaihs unable to verify the applicant's attestation for the t~ filer and the information described

in Secfion 6482(e)(1) is unavailable, the Exchange sha11:

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

{B) Notify the applicant of such determination in accordance with t}ie notice requirements

specified in Section 6476(h); and
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(C) Discontinue any APTC and CSR in accordance with the effecrive dates specified in Section

6496(j) through (1).

Note: Authority cited: Section ] 00504, Government Code. Reference: Sections 100502 and

100503, Government Code; a~ck42 CFR Sections 435.945 435.948 435.952 and 457380. 45

CFR Section 155.320.

§ 6490. Verifications of Enrollment in an Eligible Employer-Sponsored Plan and Eligibility

for Qualiffying Coverage 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 eligibility for an eligible employer-sponsared 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 eligibility for

qualifying coverage in an eligible employer-sponsored 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, the Exchange sha11 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 6492.

(e) For any benefit yeaz 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 Excha~ige will be contacting any employer

identified on the application for the applicant and the members of his or her household, as

defined in 26 CFR Section 136B-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;

(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 Secfion 6474, if 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;
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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 136B-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 (j) through (1) of Section 6496; and

2. If such information changes his or her eligibility determination, notify the applicant and his or

her employers) of such determination in accordance with the notice requirements specified in

Section 6476(h) and (i); and

(F) If, 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 applicants eligibility based on his or her

attestations) regarding coverage provided by that employer.

(2) To cant' out the random sampling process described in subdivision (e)(1) ofthis 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, Govenmlent Code; a~26 CFR Section 1.36B-1; 45 CFR Section 155.320.

§ 6492. Inconsistencies.

(a) Except as otherwise specified in this Article, for an applicant
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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 accardance with this section

but data for individuals relevant to the eligibility determination are not included in such data

sources or when electronic data 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 applicarion filer to

confirm the accuracy of the information submitted by the application filer;

(2) If unable to resolve the inconsistency ttu-ough the process described in subdivision (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(j),

except by telephone, or otherwise resolve the inconsistency.

(3) May extend the period described in subdivision (a)(2)(B) of this section for an applica~lt if tl~e

Exchange determines on a case-by-case basis fliat the applicant has demonstrated that he or-she

has made agood-faith effort to obtain the required documentation during the period.

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

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

and provide eligibiliCy for enrollment in a QHP if an applicant is otherwise qualified;-eta
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(B) Ensure that APTC and CSR aze 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 taac 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 applicants or enrollee's attestation.

(5) If, 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 ors the information avaIlable from the data sources

specified in Sections 6478 through 6492, unless such applicant qualifies for the exception

provided udder subdivision {b) of this section; and

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

specified in Section 6476(h), including notice that the Exchange is unable to verify the

attestation.

(6) When electronic data to support the verifications specified 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 applicants

explanafion of circumstances as to why the applicant does not have documentation i£
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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.

(c) 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;-ate 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.

(I) An Indian applicant sha11 be eligible for CSR if he or she:

(A) Meets the eligibility requirements specified in Secrions 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 136B-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 t1~e 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) Regardless of an Indian applicant's ingome 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 Exchange; and

(B) Fixrnished an item or service directly by the Indian Health Service, an Indian Tribe, Tribal

Organization, or Urban Indian Organization, or through referral under contract health services.

(4) If an Indian applicant meets the requirements of subdivision (a)(3) of this section, the QHP

issuer:

(A) Shal] eliminate any cost-sharing under the plan for the item or service specified in

subdivision (a)(3)(B); and

(B} Shall not reduce the payment to any such entity for the item or service specified in

subdivision (a)(3)(B) by the amount of any cost-sharing that would be due from the Indian but

for subdivision (A).

(b) An Indian applicants attestation that he or she is an Indian 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) ff 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 federally

recognized Indian tribe evidencing membership or enrollment in, or affiliation with, such tribe

(such as a tribal enrollment card or certificate of degree of Indian blood).

2. With respect to those federally recognized Indian tribes located within States having an

international border whose membership includes individuals who are not citizens of the United

States, such other forms of docwnentation (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; axid26 CFR Section 1.36B-1; 45 CFR Section ] 55350.

§ 6496. Eligibility Redetermination During a Benefit Year.

(a) The Exchange shall redetermine the eligibility of an enrollee in a QHP through 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(j).

(c) An enrollee who has not requested an eligibility determination far IAPs shall not be required

to report changes that affect eligibility far IAPs.

Page 63 of 123 August 7, 2048



(d) An enrollee who experiences a change in income that does not impact the amount of Uie

enrollee's APTC or tl~e level of CSR for which he or she is eligible shall not be required to report

such a change.

(e) 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.

(fl The Exchange shall provide electronic notifications to an enrollee who has elected to receive

electronic notifications, 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 enrollee on whose behalf APTG or CSR are being 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 taa~ 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 sCandards specified in Sections

6472 and 6474;
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(2) Notify the enrollee regazding 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).

(i) 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 informarion, 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 Bxchange 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 wiCh subdivisions (h)(I) 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 ~tg~exient-ska~ges
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X11 Implement ches s on the fast day of the month follow'~np the month of the notice of

elj~a'bility redetermination described in subdivisiog~hX21 of this section when the date of such

notice is between the first and fifteenth dap of the month: and

(2) Imnlemeni changes on the f rst day of the second mon#h follow~g̀ the month of the notice of

e1' 'bili redeternunatbon described in subdivision thi~21 of this section when the date of such

notice is between the l b`̂  and last day of the month.

(I} The Exchange :shall implement a change associated with the events described in Section

6504(h)(1), {2), {3), (4), {5), and (6) on the coverage effective dates described in Section

G504(h)(1)> (2), (3), (4), {5), and (~ respectively.,'.

(m) When au eligibility redetern~ination'in accordance with-this seetion results in a ehange in the

amount of APTC for the benefit year, the Exchange shall recalculate the aznount of APTC in

such a manner as to:

(1) Account for any AI'TC already made on behalf of the tax filer for the benefit year for which

infomiahon is available to the Exchange, sack that the recalculated APTC amount is projected to

result in total APTC for ttae benefit yeaz that c.~rrespond to the tax filer's total projected premium

t~ credit for the benefit year, calculated in accordance with Section 36B of IRC (26 USC § 3bB}

and 26 CFR Section 136B-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; a~26 CFR 136B-3; 45 CFR Section 155.330.

§ 6498. Annual Eligibility Redetermination.

(a) Except as specified in subdivisions (d and m) of this section, the Exchange sha11

redetermine the eligibility of an enrollee or a quali&ed 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 accordance with Section 6476(b), the Exchange sha11

have on file an active authorization from the qualified individual to obtain updated tax 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 Exchange 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) ff au enrollee or a qualified individual requested an eligibility determinafion for IAPs on the

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

shall request:

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

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

(3) Income 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 taY data as a part of the annual redetermination process, the

Exchange:

(1) Sha11 notify the individual at least 30 days prior to the date of the notice of annual

redetermination described in subdivision (fl of this section. This notice shall include an

explanation that unless the individual authorizes the Exchange to obtain his or her updated tax

return information to redetermine the individual's eligibility for coverage effective January first

of the following benefft 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 Yhis 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 far IAPs in

accordance with Secrion 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 January 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 (e)(1) of this section;

(B) An explanation that the premiums for the QHPs and the amount of 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 benefiC 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 (I) of this section, using information obtained from the
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electronic data sources specified in subdivision (c) 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 informaCion, 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) Ali the information specified in subdivision (e)(1) 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, 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 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 secrion, or make a plan selection by the

end of the open enrollment period.

(fl For eligibility redeterminations under this section, the Exchange shall provide the annual

redetermination notice, as specified in subdivision (e) of this secrion, and the notice of annual

open enrollment period, as specified in Section 6502(e), through a single, coordinated notice.
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(g) Except,as specified in Section 6496(c), an enrollee, a qualified individual, or an application

filer on behalf of the qualified individual, shall report to the Exchange any changes with respect

to the eligibility standards specked in Sections 64?2 anc~ 64 4 within 30 days of such change,

using any of the channels available far the submission of an applicatiop; as described in Section

(h) The Exchae~ge shall uerify any information reported by an enrollee or a qualified indi~7dua1 .

under subdivision (gj of this section usittg the processes specified in Sections 6478 through:;

6492, prior to using such information to detezmine eligibility.

(j A current enrollee or a quali#ied individual wha has selected a QHP #hrough the Fa~change

during the current benefit yeaz but his or her coverage has not been effectuated, sha11 complete

the Exchange's renewal process, as specified in sixbdivisian ~)(1) of this aeotion, ~viihin 30 days

from the date of t}~e notice described in subdivision (e) of this section.

( ) To complete the Exchange's renewal process, the enrollee or the qualified individual shall;
..' ,... ~ ~.,, .v ..,.,....,

EBjCheck his or her application information far accuracy, and make any changes to the

application infarmatibn, as required under subdivision {g) of this section,

~t~j~,} If any changes made, provide a reason for the chazxge :and the date of the change;

(~3}jG,~ Declaze under penalty of perjury 4hat he ar she:

1. Understands Yhat he or she must report. any changes to the information 4n the application that
may affect lus or her eligibility for enrollment in a QHP or for APTC and CSR, if applicable, to
the Exchange within 30 days of such change;
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2. Understands that of he or she, or someone in his or her household, has health insurance through
Meth-Cal, he or she must report any changes to inforwation on the application to leis or her
county soc'~al services office within 10 days of suci~ change;

3. PeQvided irne answers and correct infoimak%on to the best ofhis ar her knowledge during the
renewal process;

~. Knows that if he or she does not tell the truth, there may be a civil. or criin'ura2 penalty for
perjury that may include up to four years in jail, pursuant to ~aiifornia Penal Code Section 12G;
5. Understands that if he or she received premzum taac credits for health coverage through the
Eacchange during the previous benefit yeaz, he or she must have filed or will file a federal tax
return for #hat benefit year;

6. I.)n~erstands that, u»less he or she has already ptavidecl authorizes#ion for the Exchange to use "
electronic tista sources to obtain; his arhet npdated:tax return'anfarn~ation to conductthe annual
redeternunatiou for all OAPs, except for Ivledi-C,al or CHIP, he or she is giving it~e Exchange
autYiorixation to obtain updated qx return information to provide trim or her with an updated
eligibility determination #'or the foilpwing banefit year, azzd

7. Understands that he or she must provide his or her electronic signature and PIItiT to complete
the Exchange`s renewal process for enrollment in a QHiP or for APTC and CSR, if applicable;
(- Prouide his 4r her electroa~ic signahue and PTN,

(~~~E~ Snbmit any reported changes and the signed declarations, throug~aoy of the~channels
sneeze in snbdiuision (i)(21 of this section. to obtain an updated eligibility deternnna6on for
the following benefit yeaz; and

({-~j{F) If eligible to enroll in a QHP, make a plan selection for the following benefit year.
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(2) The enrollee or the qualified individual may complete the renewal process described in

subdivision (i)(1) of this section through the channels available for the submission of an

application, as described in Section 6470(j), 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 in subdivision (i)(1) ofthis section.

(4) If the enrollee or the qualified individual does not complete the Exchange's renewal process

specified in subdivision (i)(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) After 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 (c) 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 ar the qualified individual in accordance with the requirements specified

in Section 6476(h); and

(3) If applicable, notify the enrollee's ar the qualified individual's employer, in accardance with

the requirements specified in Section 6476(1).

(k) A redetermination under Phis section shall be effective on the first day of the coverage year

following the year in which the Exchange provided the notice in subdivision (e) of this secrion,

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 QHP through the Exchange upon annual

redetermination, and he or she does not terminate coverage, including termination of coverage in

connection with voluntarily selecting a different QHP in accordance with Section 6506, the

Exchange shall proceed 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 far 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 level 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 QAP

issuer at the same metal tier, as determined by the Exchange on a case-by-case basis.

(4) If the_ enrollee's current QHP is not available and the current QHP is not a HDHP, the

enrollee shall 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 catastrophic QHP attains the age 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 the 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 yeaz, the enrollee sha11 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 (1)(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 eizrollee 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 determined by the Exchange on a case-by-case basis.

(m) The Exchange shall not redetermine a qualified individual's eligibility in accordance 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 aC 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: Secrions 100502 and

100503, Government Code;-~ 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 enrollme~it period, as specified in Section 6502;

(2) The annual open enrollment period, as specified in Secrion 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

enrollment 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 the applicant's initial premium payment shall be received by the QHP issuer on

ar before the premium payment due date, as defined in Section 641 Q 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 Exchange 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.

(c) 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.

(e) A QHP issuer shall accept enrollment information specified in subdivision (b) of this section

consistent with the federal and State privacy and security standards specified in 45 CRR Section

155.26Q (September 6, 2016 ,hereby incomorated by reference, and the Information Practices
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Act of 1977 (Cal. Cv. Code, § i798 et seq.) and in an electronic formatthat is consistent with 45

CFR Section 153270 (August 30, 2013 . hereby incorporated by reference, and shall:

( )Acknowledge receipt ofenrolUnent information #ransmitted from the Exchange upon the

receipt of such inforniation;

(2) Enroll a qualified individual during the periods :specified in subdivision {a) of #his section;
j3) Nptify a qualified indi~ndual of his or hex premium payruent due date;

(4) A bide by the effective dates 4f coverage established by the Exchange in accordance with

Seotion 6502(c) and (t~ and Section 65d4(g) ansi (h);

{5) Notify the Exchange of the issuer's timely receipt of a qualified individual's initial premium
payment and his or her effec#ive date of coverage;

(6) Notify a c~aalified individual ofhis ar>her ef#'eet ve date pf ~ovsrage upon the timely receipt

of the.indiuidu~l's initial premium payment; and

{7) Provide. new enrollees an enrollment information package xhat is compliant with accessibility
and readability standards specified in Section 6452 of Article 4 oftlus chapter.

(f~ If an applicant requests assistance from a QHP issuer for enrollment through the Exchange,

the QHP issaer shall either.

} Direct the individual #o file an application with the exchange, ar

(2) insure the appiacant received an eligibility determination for coverage through the Exchange
through the Exchange Internet Web Ssiteby assisting the applicant to apply for and reeeipe an

eligibility detemtinaton for coverage through the Exchange through Ca1HEERS, provided that

the QHP issuer:

(A) Complies with the federal and Stateprivacy and security standardsspecified in 45 CFR

Section 155.260 and the Information Practices Act of 1977 jCaL Civ. Code, § 1798 et seq.);
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(B) Complies with the consumer assistance standards specified in 45 CFR Section 155.205(d)

(December 22, 2016 ,hereby incomorated 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.

(g) In accordance with the following premium payment process established by the Exchange, a

QHP issuer shall:

(1) Accept, at a minimum, for all payxneuts, 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 coverage 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 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

accordance with the regular coverage effective dates specified in Section 6504(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 inifiai 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 cancellafion of enrollment due to nonpa}nnent of premiums.

(h) A QHP issuer sha11 reconcile enrollment and premium payment files with the Exchange no

less than once a month.

(i) 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.

(j) If individuals in the tax filers' taac households are enrolled in more than one QHP, and one or

more APTC are to be made on behalf of a tax filer (ar two tax filers covered by the same

plan(s)), that portion of the APTC Yhat is less than or equal to the aggregate adjusted monthly

premiums, as defined in 26 CFR Section 1.36B-3(e), properly allocated to the essential health

benefits (EHB) for the QHP policies, sha11 be allocated among the QHP policies as follows:

(1) The APTC shall be apportioned based on the number of enrollees covered under the QHP,

weighted by the age of the enrollees, using the defau]Y uniform age rating curve established by

the Secretary of HHS under 45 CFR Section 147.102(e) (April 17, 2018), hereb 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 sha11 be

allocated evenly among all other QHPs in which individuals in the tas filers' tas households are

enrolled.
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Note:.Suthoriry cited: Section iQOSO4, Government Code. Reference: Sections I OQ502 and
100503, Government Code; t -45 CFR Sections 147.102, i 55.245,155240,155270. 155.340,
155.4tJ0,1~b.260, ~56.265,1Sti.1230, anal 13b.i24p; 26 CFR Section 1~3b$-3(e);

6502. Initial and Annual ripen Enrollment Periods.

(a) A qualified individual may enroll in a QHP, ax an enrollee may change QHPs, only during
the initial open enrollment period. as specified in subdivision (b) of this section, the annual open
enrollment period, as specified in subdivision (d} of this section, ox a special enrollment period,
as described in Section b5Q4, for which the gnaZi~ed individual has been deternuned eligible.
Ala) The initial open enrollment period begins October 1, 2013 and extends through Mazch 3l,
2414.

{c) Regular coverage effective dates for initial open enzollment period for a QHP selecfion
receives by the Exchange from a gt~al'~#`ied individual:

( ) On or before December 33;:2073, shall be January 1, 2014;

(2j l~etw"een I3ecember 24, 2013 and becember 31 2013, shall be February 7 , 241;

{3) $eriueen the firs#:: and fifteenth day of the month for any ~nnnth between January 2014 and
vIarch 31, 204, shall be the first day of the follawn~ month; and

(4) Between the sixteenth and last day of the month fQr any month between January 2014 and
iti~iarch 31, 2014, shall be the first day of the second following mouth.

(d) Annual.. open enrollment period for benefit years begimung:

j3) On January i, 2015 begins on November I5, 2014 and extends through February l5, 2015.
(2) On or after January I, 2016 through rDecemher 31.2018 begins on November I, of the
calendar year preceding the benefit year, and extends through January 31 of the benefit year.
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(3) On or after January 1, 2019 begins on November 1 and extends throueh December 15 of the

calendar vear nrecedine the benefit mar.

(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.

(fl 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

the 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.

(g) A qualified individual's coverage shall be effectuated in accordance with the coverage

effective dates specified in subdivisions (c) and (fl ofthis section if:

(1) The individual makes his or her initial premium payment, reduced by the APTC amount he ar

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; ar~45 CFR Section 155.410.

§ 6504. Special Enrollment 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)~Mav 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-Ca1 coverage for pregnancy-related services, as described under Section

1902(a)(10)(A)(i)(IV) and (a)(10)(A)(ii)(IX) of the Social Security Act (42 USC

1396a(a)(10}(A)(i)(IV), (a)(10)(A)(ii)(I~) and Section 14005.18 of the Welfaa-e and Institutions

Code: or loses access to healthcare services through coverage provided to a ~re~nant 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 incorparated by reference. The date of the loss of coverage shall be the last day the

consumer would have pregnancy-related coverage;—e~ or access to healthcare services throueh

unborn child coverase~ ar

(D) Loses Medi-Cal coverage for medically needy, as described under Section 1902(a)(10)(C) of

the Socia] Security Act and Section 14005.21 of the Welfare and Institutions Code, only once per

calendar year. The date of the loss of coverage shall be the last day the consumer would have

medically needy coverage.

(2) A qualified individual gains a dependent ar 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

sepazation, 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 ar 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(c) ar (d).

(5) A qualified individual's, or his ar her dependents, 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 uon-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

substanfially 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 eligibles employer-=sponsored plan in accordance with 26 CFR Section

136B _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 dependent, gains access to new QHPs as a

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 same application as

the Indian, may change from one QHP to another one time per month, aY the same time as the

Indian.
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(11) A qualified individual or etuollee, 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 Section 155.605(g)(i) (April 17, 20182 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

incorparated by reference, and the change resulting from a redetermination is implemented, the

certificate provided for the month in which the redetermination occurs, and for prior 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 wiflun 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

specified in 26 CFR Section 1.36B-2 (b)(2)(ii) through (v), ~i~tgor a dependent ox 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 victim.

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

(A) Applies for coverage on the Exchange during the annual open etu-ollment period or due to a

qualifyingfife-event, is assessed by the Exchange as potentially eligible for Medi-Cal or CHIP,

and is determined ineligible for Medi-Cal or CHIP by the State Medi-Ca1 or CHIP agency either

after open enrollment period has ended or more than 60 days after the qualifying ~f'e-event:; or

(B) Applies for coverage at the State Medi-Cal or CHIP agency during the annual open

enrollment period, and is determined ineligible for Medi-Cal or CHIP after open enrollment
.
period has ended.

(14) The qualified individual or enrollee, or his or her dependent, adequately demonstrates to the

Exchange, as determined by the Exchange on a case-by-case basis, that a material error related to

plan benefits, service 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)(i) and

tl~e Insurance Code Section 109653(d)(1).

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

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

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

2. Divorce or dissolution of domestic partnership,

3. Cessation of dependent status (such as attaining the maximum age to be eligible as a

dependent child under the plan),

4. Death of an employee,

5. Termination of employment,

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.S000A-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 mazket

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);

(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

(B) 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 dependents 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) E~austion 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 ar

similar program (whether or not within the choice of the individual) and there is no other

COBRA continuation coverage available to the individual; or

(C) When the individual incurs a claim that would meet or exceed a liferime limit on all benefits

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 individixal 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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shall inform the qualified individual or khe enrollee that pursuant to 45 CFR Section755.285,

(September 6, 2016, hereby incorporated by reference, HHS may impose ovii money penalties

of:

(l) Up to $25,OOQ on the qualified individual or the enrollee who fails to provide the correct

information requested by the Exchange, subject to the exception specified in subdivision (e)(4)

of this section, due to his ox her negligence or disregard of the federal or State rules or

regulations related to the Exchange with negligence and disregard damned as they are in section.

6b62 of IRC {26 USC § 6662), as follows:

(Aj "Negligence" includes any failure to make a reasonable attempt to provide accurate;

complete, and comprehensive information; and

(B) "Disregard" includes any careless, reckless, or intentianal disregard for any federal or State

rules or regulations related to the Exchange; and

(2) Up to $250,000 an the qualified individual or the enrollee who:

(A) Knowingly and willfully provides false or fraudulent information requested by the

Exchange, where knowingly and willfully means intentionally providing informatioa~ that the

person knows to be false or fraudulent, or

(B) Knowingly and willfully uses or discloses infarmatiom in violarion of Secfion 1411 (g) of the

Affordable Care Act (42 USC § 180$ i (g)), where knowing►y and willfully means intentionally
using or disclosing information 3n violation of Sec4on 1411(8).

(e) The. Exchange shall accept the qualified indi~+idual's or the enrollee's attestation provided in

accordance with subdivision (d) of this section, subject to the following statistically valid random

sampling verification process:

(1) The Exchange may select a statistically valid random sample of the qualified individuals or

the enrollees who; in accordance with subdivision (d) of this section, have attested that they met
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at least one of the triggering events specified in subdivision (a) 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 documents) 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 basis that the qualified individual or the enrollee has demonstrated

that he or she has made agood-faith effort but was unable to obtain the requested documentation

during the 30-day time period.

(3) Except as specified in subdivision (e)(4) oPthis section, if the qualified individual or the

enrollee fails to submit the requested documents) 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 or 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 Secrion

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 Yriggering event which cannot otherwise be

verified and his or her explanation of circumstances as to why he or she does not have

documenCation 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)(1) through (3)

of this section because such documentation does not exist ar 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 enrollee provides the Exchange with a signed written

statement of his or her attestation under penalty of perjury as to the triggering 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, ar demographic information. For purposes of this

subdivision (e)(5), demographic information does not include geographic factors.

(fj Except as provided in subdivision (~(1) and (2) o£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 shall 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 eligible employer-sponsored plan within the next 60

days, as described in subdivision (a)(8) of this section, shall have 60 days before and afrer the

loss of eligibility for qualifying coverage in an eligible employer-sponsored plan to select a

QHP.

Page 91 of 123 August 7, 2018



(g) Except as 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 first day of the following

month; and

(2) Between the sixteenth and last day of any month, shall be the first day of the second

following month.

(h) Special coverage effective dates sha11 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 adopfion, or placement in foster care;

(B) On the first day of the month following plan selection; or *'~~ ~'^*~ ~F'~~~*'~ ~a~r*~~~

> >

~..~~~~

(C) In accordance witY~ the regular coverage effective dates specified in subdivision (g of this

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

(2) In the case of marriage or entry into domestic partnership; the coverage and APTC and CSR,

if applicable, shall be effecrive 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)(1) 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 the 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)(2j(~4) of this section, the coverage

shall be effecfive either:

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

{B) On the first day of the mouth followin~nlan selection: or

(~}~) 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)(~~~ of this

section, the coverage shall be effective 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 (~) and (h) of this section if:

(1) The individual makes his or her inifial 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 secrion;

and

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

(j) 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; a~26 CFR Sections 1.36B-2 and I.S000A-2. 42 CFR Section

457.10; 45 CFR Sectiony155.420, 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 coverage 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 enrollee does not request terrnination 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 iniCiate termination of his or her enrollment in the QHP upon

complerion of the redetermination process specified in Section 6496.

(3) An individual, including an enrollee's authorized represenCative, shall be permitted to report

the death of an enrollee to the Exchange for purposes of initiating 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 coverage.

(C) If the individual reporting the death is not the application filer, the enrollee's authorized

representative, aranyone 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 sha11 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 deceased; and

5. Contact information for the person submitting the documentarion, 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 oz 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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(B) His or her enrollment in a QHP through the Exchange was unintentional, inadvertent, or
erroneous and was the result of the error or misconduct of an officer, employee, or agent of the
~xchatige 4r HHS, its instrumentalities, a QH3' issuer, or aGaon-Exchange entity pm~~iding
enrollment assistance or conducting enrollment activities. Such enrollee must request
c~ncellarion within 60 days of discovering the unintentional, inadvertent, or erroneous
enrgllr»ent. For purposes of this prevision, misconduct, as determined b}~ the Exchange, includes
the failure to comply with applicable standards under this title, or other applicable Federal or
State laws; or

{C) He or she was enrolled in a QHP without ivs of her knowledge or consent by any third party,
including third parties who have no connection with the Exchange, and requesks cancellation
within t>0 days ofdiscovering ofthe enrollment.

(bj The Exchange may initiate tezmination of an enrollees coverage in a QHF. ar~i shall permit a
QHP issuer to terminate such coverage, provided that the issuer makes reasonable
accommodations for a12 individuals with'disabilities {as defined by the Amerioans with
T~isabilities Act) before terminaring coverage for such individuals, under the following
circunnstances:

{1) The enrollee is no longer eligible for coverage in a QHP through the Exchange;
(2}'~'he enrollee fails to pay premiums for coverage, as specified an subdivision (c} of this
section, and:

(A} The three-month grace period required for individuals receiving APTC specified in
subdivision (c)(2) of ttus section has been exhausted, as described in subdivision (c)(4) of this
section; or
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(B) Any other grace period required under the State law not described in subdivision (b)(2)(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 material fact in connecrion with the

plan, in accordance with 45 CFR Section 147.128 (November 18, 2015}, 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 ternunation of coverage described in 45 CFR Section 147106

(December 22, 2016), hereb iY ncorporated 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 o£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 State 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 gace 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)(4~~ 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 enrollee 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 subdivision, reasonable notice is defined 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 secrion,

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 termination 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

enrollee's QHP issuer agrees to effectuate termination in fewer than 14 days, and the enrollee

requests an earlier tzrniination effective date;

(D) If the enrollee is newly eligible for full-scope Medi-Cal or CHIP, the last day of the month

during which the enrollee is determined eligible for full-scope Medi-Ca1 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 ar 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 terminarion or cancellation in accordance with subdivision (a)(4)(B) or (C) of this

section, the cancellation or termination date shall be the original 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 sha11 be the last day of eligibility, as described in Secrion 6496(k) unless the

individual requests an earlier termination effective date per subdivision (a) of this section.

(6) In the case of a ternunation 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 e~sting California laws regarding grace periods.

(8) In the case of a termination in accardance 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 detenninaCion 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 sha11 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 after the

retroactive termination date;

(C) The enrollee's premium and cost sharing are adjusted to reflect the enrollee's obligations

under the new QAP, if applicable; and

(D) Consistent with 45 CFR Section 156.425(b) (February 27, 2015 , hereb~ncorporaYed 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 1eve1
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of CSR (ar a QAP 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 annual 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

written 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 termination of coverage effective dates described in subdivision (d) of this

section; and

(4) Maintain electronic records of ternunation of coverage, including audit trails and reason

codes for termination, for a minimum often years.

(~ If an enrollee's coverage in a QHP is terminated for any reason ocher than terniinatioas

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 a minimum often years in order to facilitate

audit functions.

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

100503, Government Code; ar~i-45 CFR Sections 147.106, 147.128, 155.430 a~155.1080,

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

redeY-ermination and in carrying out other ongoing coxrununications 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,

legal documentation of authority to act on behalf of an applicant 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.

(c) The authorized representative shall agree to maintain, or be legally bound to maintain, the

confidentiality of any information regarding 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(j).
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(fl 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 redeternunation 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 ar enrollee Yo authorize a representative to perform fewer than all of the

activities described in subdivision (fl 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 representatives.

(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 the 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: Sections 100502 and

100503, Government Code; acid-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(j)(2)

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and

100506, Government Code;-arm 45 CFR Sections 155.355 and 155.515.

Article 7. Appeals Process for the Individual Exchange

§ 6600. Definitions.

I~ addition to the definitions in Section 6410 of Article 2 of this chapter, for purposes of this

Article, the following terms shall mean:

"Appeal Record" means the appeal decision, all papers and requests filed in 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 RequesP' means a clear expression, either orally ar in writing, by an applicant, e~

enrollee, employer, or emplovee to have any Exchange eligibility determinations or

redeterminations reviewed by an appeals entity.
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"Appeals Entity" means a body designated to heaz appeals of any Exchange eligibility

determinations or redetenninations. The California Department of Social Services shall be

designated as the Exchange appeals entity.

"Appellant" means the applicant ar enrollee who is requesting an appeal.

"De Novo Review" means a review of an appeal without deference to prior decisions iu the case.

"Eligibility Determinarion" 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 wriCing that describes the appellant's and the Exchange`s

positions regarding an appeal, as specified in Section 10952.5 of the Welfare and Institution

Code.

"Vacate" means to set aside or legally void a previous action.

NOTE: Authority: Section 100504, Government Code. Reference: Sections 100503 and 100506,

Government Code; at~c~-45 CFR Section 155.-500.

§ 6602. General Eligibility Appeals Requirements.

(a) In accordance with Secrion 6510 of Article 5, an applicant or enrollee shall have the right to

appeal:

(1) An eligibility 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 ofthis 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 CFR Section

155.605 to the HHS;

(3) The Exchange's failure to provide a timely eligibility deternunation in accordance with

Section 6476(fl of Article 5 of this chapter or failure to provide timely notice of an eligibility

detenninarion ar redetermination in accordance with Sections 6476(h), 6496(h)(2), or 6498(j)(2)

ofArticle 5 ofthis chapter; and

(4) A denial of a request to vacate a dismissal 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 determination for an exemption made in accordance with 45 CFR Section 155.605.

(c) For purposes of this Article, an administrative law judge designated by the appeals entity

shall determine, on a case-by-case basis:

(1) Tl~e 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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(e) 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.

(fl Appeals processes established under this Article shall comply with the accessibility and

readability requirements specified in Section 6452 of Article 4 of this chapter.

(g) 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, Che appeals entity shall transmit the eligibility determination and all

information provided as part of the appeal via secure elecCronic 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.

(i) The appeals entity shall:

(1) Ensure all data exchanges ~n the appeals process comply 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 elech'onic format consistent with 45 CFR

Secfion 155.270; and

(2) Comply with all data sharing requests made by HHS.

(j) 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; at~1-45 CFR Sections 155.260, 155.270, 155.505-ate, 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 redeterminarion is sent in accordance with Sections

6476(h), 6496(h)(2), ar 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 applicant or enrollee may request an appeal,

including an expedited appeal;

(3) Information on the applicant's or enrollee's right to represent himself or herself; or to be

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 Soeial Services' Manual of Policies and

Procedures Section 22-045;

(6) An explanation of the circumstances under which the appellant's eligibility maybe

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;-ate 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 enrpllee'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).

(c) The Exchange and the appeals enrity 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-area} filing timeline shall be extended for good cause for more Phan 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, ar 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 jg) of this section, which

has been determined to be valid in accordance with Section 6602(c), the appeals entity sha11:

(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) Information regarding the appellant's opportunity for informal resolution prior to the hearing

pursuant to Section 6612;

(B) Information regarding the appellants eligibility pending appeal pursuant to Section 6608;

and

(C) An explanation That any APTC paid on behalf of the tas $ler pending appeal is subject to

reconciliation under Section 36B(fl of IRC (26 U.S.C. § 36B(fl) and 26 CFR Section 136B-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.

(fl 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$om 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 o£the defect in the appeal request; and

(C) That, if the defect specified in subdivision (fl(1)(B) of this section is curable, the appellant

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;

(2) Treat as valid, in accordance with Section 6602(c), an amended appeal request that meets Che

requirements of this section and of Section 6602(a).

(g) Upon receipt of an appeal request pursuant to subdivision (c) of this section, or upon receipt

of the nonce under subdivision (e)(2) of this section, the Exohange shall transmit via secure

electronic interface to the appeals enrity:

(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 HAS, pursuant to subdivision (d) of

this secrion, the Exchange appeals entity shall, within three business days from 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 HAS

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 eligibility pending an appeal and agrees Co

make his or her premium payments, reduced by the APTC amount he or she is determined

eligible for by Che Exchange, by the applicable payment due. dates, the Exchange shall conrinue

the appellant's eligibility for enrollment in a QHP, APTC, and CSR, as applicable, 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; a~26 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 subdivision (a)(1)(B) of this section, if'the withdrawal is

unconditional, the appeal request sha11 be immediately dismissed.
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(B) If the appellant has verbally withdrawn his or her appeal request prior to the hearing, and
such withdrawal is unconditional, the following process shall'apply:

1. The appeals entity shall send the appellant a written con#irmation of the withdrawal witi~in
five business days from tlae date on which the appe2lanPs verbal withdrawal request is received
by the appeals entity. The written confirmation shall serve as the appellant's written withdrawal.
and ttae appeal shall be dismissed unless the appel]ant notifies the appeals entity, itt N~riting or
verbally, within ~ 5 days pf ihedate of the written confirmation, that the appellant bas not
withdrawn his or her appeal request.

2. If the appellant makes the verbal unconditional withdrawal request to the Exchange, the
Exchange shall notify the appeals entity of the appeIlanPs verbal unconi3itional withdrawal
regaest within three business days from the date of the request

(C) Yf the withdrawal is conditional;

1. The withdrawal shall be accompanied by an agreement signed by the appellant and by the
Exch~ige aS part ofthe informal resolution process specified in Section 6612;
Z. Upon receipt of the signed conditional withdrawal, the heazictg date, if any, shall be vacated;
3. The actions of both parties under the agreement specked in subdivision {a)(i)(Cjl of this
secfion shall be completed within 30 calendar days:: of the date on the agreement; and
4. Upon the satisfactory completion of the actions of the appellant and the Exchange under the
agreement specified in subdivision (a}(i)(C}1 of this section, the appeals entity sha11 dismiss the
appeals request unless the hearing request is reinstated within fhe time limits set forth in Section
6606(c};

(D) Both unconditional and conditional withdrawals shall be accepted by telephone if the
following requirements are met:
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1. The appellant's statement and telephonic signature made under penalty of perjury shall be

recorded in fu11; 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 determined 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 accardance with Section 6602(c); or

(4) Dies while the appeal is pending, unless the appeal affects the remaining members) of the

deceased appellant's household, or the appeal can be carried forward by a representative of the

deceased appellants estate, or by an heir of the deceased appellant iP 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 appeal is dismissed under subdivision (a) of this section, the appeals entity shall provide

written notice to the appellant within five business days from the date of the dismissal. ~k~sThe

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) Disconrinue eligibility pending appeal provided under Secrion 6608.

(d) The appeals entity sha11:

(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 the date of such denial, if the request is denied.

Note: Authority cited: Section 100504, Govenunent Code. Reference: Sections 100503 and

100506, Government Code;-axd 45 CFR Section ] 55.530.

§ 6612. Informal Resolution.

(a) An appellant shall have an opportmuty for informal resolution priar 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 nofice under Section 6606(e)(2), the Exchange sha11

contact the appellant to resolve the appeal informally and to request additional information or

documentation, if applicable, prior to the hearing date.

(c) 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

o£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 Secrion 6610(a)(1).

(e) If the appeal advances to hearing:

(1) The appellant shall not be asked to provide duplicative information or docmnentation that he

or she previously provided during the application or informal resolution process; and

(2) The Exchange shall:

(A) Issue a Statement of Position; and

(B) Transmit via secure electronic interface the Statement of Position and all papers, requests,

and documents, including printouts from an appeal record, 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.

(fl If the appellant is satisfied with the outcome of the informal resolution process and

conditionally withdraws his or her appeal request, in accordance with Section 6610(a)(1)(C), and

the appeal does not advance to hearing:

(1) Within five business days from the date of the outcome of the informal resolution, the

Exchange shall:

(A) Nofify the appellant o£

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 to 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;-ate 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 representative, 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; ar

(2) A hearing date sooner than 15 days is necessazy 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.

(c) 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 evidenriary 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, ar in person, in accordance with the California Deparhnent

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 Co 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.

(fl The appeals entity sha11 review the appeal de novo and shall consider all relevant facts and

evidence presented during the appeal.

(g) Postponements and continuances shall be conducted in accordance with the California

Department of Social Services' Manua] 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; X45 CFR Section 155.535.

§ 6616. Expedited Appeals.

(a) Pursuant to 45 CFR Section 155.540(a) (December 22, 2016 , hereby incomorated 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 maa~imum 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

accardance with Section 6618(b)(1); and

(2) Inform the appellant, within Yhree business days from the date of the denial of a request for an

expedited appeal, through electronic or verbal notification, if possible, of the denial and, if

notification is verbal, follow up with the appellant 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 writCen 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 dace 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; ar~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 1an~uage description of the effect of the decision on the

appellant's eligibility;

(3) Include a summary of the facts relevant to die 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 Che appeal before the HHS appeals entity, including the

applicable timeframe and instrucrions to file, 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 about judicial review available to the appellant pursuant to Secrion

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 after 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 appellants pended eligibility, if

applicable, via secure electronic 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 appeal decision effective, at the option of the appellant:

(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) through (1) of Article 5 of this

chapter, as applicable; or

(B) Retroactively, to the coverage effective date the appellant did receive or would haue 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 maybe affected by the appeal decision, in

accordance with the standazds 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;-ate 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 written

appeal decision as specified in Section 6618(b)(1).

(b) The appeals entity shall provide public access to all appeal decisions, subject to all applicable

federal and State laws regarding privacy, confidenfiality, disclosure, and personally identifiable

information.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and

100506, Government Code;-axis 45 CFR Section 155.550.

6622. Employer Appeals Process.

(a) The provisions of this section apply to employer appeals processes through which an

employer may, in response to a notice under Section 6476(1) of Article 5 of this chapter, appeal a

determination that the employer does not provide MEC through anemployer-sponsored plan ar

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 process specified in 45 CFR Section- 155.555

(December 22, 2016 ,hereby incorporated by reference, and the process established by HHS.

(c) After receiving an appeal decision that affects the enrollee's eligibility, the Exchange shall,

within 30days 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; a~-45 CFR Section 155.555
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Tide 26 -. Chapter I -. Subchapter A -+ Pad 1 --. §1.36b-1

Title 26: Internal Revenue
PART 1—INCOME TAXES

§1.368-1 Premium tax coedit definitions.

(a) In general. Section 368 allows a refundable premium tax cxedit for taxable years ending after December 31, 2013. The
definitions in this section. apply to this section and §§1.36B-2 through 1.368-5.

(b) Affordable Care Act. The term ANortiable Care Ad refers to the Patient Protection and Affordable Care Act, Public Law
111-148 (124 Stet. 179 (2010)), and the Health Care and Education Reconciliation Act of 2010, Public Law 111-152 (124 Sfat.
1029 (2010)), as amended by the Medicare and Medicaid Extenders Act of 2010, Public Law 111-309 (124 Sfst. 3285 (2010)),

the Comprehensive 1099 Taxpayer Protection and Repayment of Exchange Subsidy Overpayments Act of 2011, Public law

112-9 (125 Stat. 36 (2011)), the Department of Defense and Full-Year Continuing Appropriations Act, 2011, Public Law 112-10

(125 Stet. 38 (2011)), and the 3% Withholding Repeal and Job Creation Act, Public Law 112-56 (125 Stat. 711 (2011)).

(c) Qualified health plan. The term qualified health plan has the same meaning as in section 1301(a) of the Affordable Care

Act (42 U.S.C. 18021(a)) but does not include a catastrophic plan described in section 1302(e) of fhe Affordable Care Act (42

U.S.C. 18022(e)).

(d) Family and family size. A taxpayer's (amity means the individuals for whom a fa~ayer properly claims a deduction for a
personal exemption under section 151 for the taxable 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) /n general Household income means the sum of—

(i) A taxpayer's modified adjusted gross income (including the modified adjusted gross income of a child for whom an
election under section 1(g)(7) is made for the taxable year);

(ii) The aggregate modfied adjusted gross income of all other individuals why

(A) Are included in the taxpayers family under paragraph (d) of this section; and

(8) Are required to file a return of tax imposed by section 1 for the isxable year.

(2) Modified adjusted gross income. Modred adjusted gross income means adjusted gross income (within the meaning of

section 62) increased by—

(i) Amounts excluded from grass income under section 911;

(ii) Tax-exempt interest the taxpayer receives or accrues during the taxable year; and

(iii) Social security benefits (within tFre meaning of section 86(d)) not included in gross income under section 86.

(~ Dependent Dependent has the same meaning as in section 152.

(g) LawfWty present. Lawfully present has the same meaning as in 45 CFR 15520.

(h) Federal poverty line. The Federal poverty line means the most recently published poverty guidelines (updated
periodically in the Feoersa~ F2e~~sreR 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 poveity line for computing the premium tau credit for a taxable year is the Federal poverty line
in efrect on the first day of the initial a annual open enrollment period preceding that tauable yeas See 45 CFR 155.410. If a
taxpayers primary residence changes during a taxable year from one state to a state with difrererrt Federal poverty guidelines
or married taxpayers reside in separate states with different Federal poverty guidelines (fior example, Alaska or Hawaii and
another state), the Federal poverty line that applies for purposes of section 368 and the associated regulations is the higher

https:l/www.ecfcgoNcgi-bible#adXtSID--1902180756t~2td2ad969d6a82530371&mc=Vue$nod~se28.1.t_136b 6'18(gn=div8. 1/2
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Federal poverty guideline (resulting in a lower percentage of the Federal poverty Iine for the taxpayers' household income and
fiamily size).

~~) (Reserved]

Qj Advance credit payment. Advance credit payment means an advance payment of the premium tax credit as provided in
section 1412 of tAe Affordable Care Act (42 U.S.C. 18082).

{k) E~rchange. Exchange has the same meaning as in 45 CFR 155.20.

(I) Self-only coverage. Self-only coverage means health insurance that covers one individual and provides coverege for the
essential health benefits as defined in section 1302{b)(1) of the A1foMabie Care Act. (42 U.S.C: 18022).

(m) Family coverage. Family coverage means health insurance that covers more than one individual and provides
coverage for the essential health benefits as defined In section 1302(b)(1) of the Affordable Care Act (42 U.S.C. 18022).

(n) Rating area. The term rating area has the same meaning as used in section 2701(a)(2) of the Public Health Service lit
(42 U.S.C. 300gg(ax2)) and 45 CFR 147:102(b).

(o) Efiective/applkability date. Except for paragraphs {I) and {m), this section applies to taxable years ending after
December 31, 2013. Paragraphs (I) and (m) of this sec~fon apply W taxable years beginning after December 31, 2018.
Paragraphs (i) and {m) aF §1:368-1 as contain! in 26 CFR part I edition revis~i as of April 1, 2016, apply to taxable years
ending after December 31, 2013, and beginning before January 1, 2019.

(f.0.9590, 77 FR 30365, May 23, 2012, as amended by T.D. 9745, 80 FR 78974, Dec. 18, 2015; T.d. 9604, 81 FR 91763, Dec. 19, 2016]

Need assislence?
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Title 26 --~ Chapter I —. Subchapter A —. Part 1 —. §1.36b-2

Title 26: Internal Revenue
PART 1—INCOME TAXES

§1.366-2 Eligibility for premium tax credit,

(a) In generel. An applicable taxpayer (within the meaning of paragraph (b) of this section) is ailowetl 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 SOOOA(~(1)(C) (relating to coverage in the individual market)...

(b) Applicable taxpayer—(1) /n general. Except as otherwise provided in this paragraph (b), an applicable taxpayer is a

taxpayer whose household income is at (east 100 percent but not more than 400 percent of the Federal poverty line for the

taxpayer's family size for the taxable yeas

(2) Married taxpayers must file joint return—(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 married filing separately and the taxpayer—

(A) Is living apaR from the taxpayer's spouse at the time the taxpayer files the tax return;

(B) Is unable to file a joint return because the 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)(ii).

(iii) 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 vic4im's

child or another family member living in the household may constitute abuse of the victim.

(iv) Abandonment. For purposes of paragraph (b)(2)(ii) 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 rule. Paragraph (b)(2)(ii) of this section does not apply if the taxpayer met the requirements of paragraph (b)

(2)(ii) of this section for each of the three preceding taxable years.

(3) Dependents, An individual is not an applicable taxpayer if another taxpayer 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 /awfully 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 heaRh

plan. See sections 13120(1)(8) and 13120(3) of the Affordable Care Act (42 U.S.C. 18032(~(1)(B) and (~(3)) and §1.366-3(b)

(2).

https:/W~rvw~r.ecfrgov/cgi-bin/text-idx?SID=f90218075bcb2b92ad969d6a8253037i&mcUue&node=5e26.1.1_136b_62&rgn=div8 1l7
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(5) Individuals lawfu/ty 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 lawfully present in the United States,
the taxpayer is treated as an applicable taxpayer if—

(i) The ~awfuily present taxpayer or family member is not eligible for the Medicaid program; and

{ii) The taxpayer would be an applicable taupayer'if the taxpayer's household income for the taxable year was between 100
and 400 percent of the Federal poverty line for the taxpayer's family size.

(6) Special rule for taxpayers with householdincome below 100 percent of the Federa/poverty line for the taxable year—(i)
In general. A taxpayer (other than a taxpayer describetl 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 ta~cpayets family size is treated as an applicable
taxpayer for the taxable year if—

(A) The taxpayer. or a family member enrolls in a qualified health plan through an Exchange for one or more months during
the taxable year;

(B) An Exchange estimates at the time of enrollment that the taxpayer's ftouseholtl income will be at least .100 percent but
not more than 400 percent of the Federal poverty Tine for the taxable year;

(C) Advance credit payments are authorized and paid for one or more months during the tauable year; and

(D) The taxpayer would bean applicable taxpayer if the taxpayer's household income for the taxable year was at (east 100
but not more than 400 percent of the Federal poverty line for thetaxpayer's family size.

(ii) Exceptions. This paragraph (b)(6) does not apply for an intlividual who, with intentional or reckless disregard for the.

taxpayer makes little or no effort to determine whether the information
circumstances that demonstrate a substantial deviation from the stanc
disregard of the facts is intentional if the taxpayer knows the informati~

(iii) Advance cretlit payments are authorized and paid for one or r

{~v) The taxpayer would be an applicable ta~cpayer if the taxpayer'
1 p0 and 400 percenNof the Federal poverty line for the taxpayeYs fam

(7) Computation,of premium assistance amountsfor taxpaye+s wi
poverty line. If a taxpayer is treated as an applicable taxpayer under p
actual household income for the taxable year is used to compute the {

(c) Minimam essential coverage—(1)'In general Minimum esseM
ronnlntinne icenerl fm}ier }hef ccrtinn Ce~uerrihuiJ in ceMinnF(IRl1~H

provided to the Exchange is accurate under
rd of conduct a reasonable person would observe. A
i provided to the Exchange is inaccurate.

>re months during the taxable year; and

household income for the taxableyear was behveen
i size:

6..unehnl.! fn..mm~ 6..1..... i!1/1 ........~..k ..f 1H.. C...J..L..l

overage is defined in section 5000A(fl and

(2) Government-sponsored minimum essenl ~n individual is eligible for government-sponsored

a

of the fourth oalendar month following the event that establishes eligibility.

(iii) Special rule for coverage for veterans and other individuals under chapfer 17 or t 8 of title 38, U.S. C. An individual is
eligible for minimum essential coverage under a health care program under chapter 17 or 7 8 of title 38, U.S.C. only if the
individual is enrolled in a health care program under chapter 17 or 18 of title 38, U.S.C. identified as minimum essential
coverage in regulations issued under section SOOOA.

(iv) Retroactive effect of eligibility determination: If an individual receiving advance credit payments is determined to be
eligible for,govemment-sponsoretl minimum essential coverage that is effective retroactivety (such as Medicaid), the individual

hops://wv~nv.ecfLgov/cgi-bin/text-idx?SID=t90218075bcb2692ad969d6a82530371&mc=true&node=se26J.t_136b_62&rg~=div8 2/7

{ii) Odligation to comp/ete administrative requirements to obtain coverage. An individual who meets the criteria for eligibility



6/1/2018 eCFR —Code of Federal Regulations

is treated as eligible for minimum essential coverage under that program no earlier than the first da
y of the first calendar month

beginning after the approval

(v) Determination of Medicaid or Children's Health /nsurance Program (CHIP) ineligibility An ind
ividual is treated as not

eligible for Medicaid, CHIP, or a similar program for a period of coverage under a qualified health plan if, w
hen the individual

enrolls in the qualified health plan, an Exchange determines or considers (within the meaning of
 45 CFR 155.302(b)) the

individual to be not eligible for Medicaitl or CHIP. This paragraph (c)(2)(v) does not apply for an in
dividual 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 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 re
asonable person

would observe. A disregard of the facts is intentional if the taxpayer knows that information provided to 
the Exchange is

inaccurate.

(vi) Examples. The following examples ilWstrate the provisions of this paragraph (c)(2):

Example 1. Delay in coverage eNectiveness. On April 10, 2015, Taxpayer D applies for coverage under. agovernment-sponsored

health care program. D's application is approved on July 12, 2015; but her coverage is not effective until
 September t, 2015. Under

paragraph (c)(2)(i) of this section, D is eligible for government sponsored minimum essential coverage on Septem
ber 1, 2015.

Example 2. rme of eligibility. Taxpayer E turns 65 on June 3, 2015; and becomes eligible for Medicare. 
Under section 5000A(fl(1)(A)

(i), Medicare is minimum essential coverage. However, E must enroll in Medicare to receive benefits. E enro
lls in Medicare in September,

which is the last montFi of E's initial enrollment period. Thus, E may receive Medicare benefits on December 1, 201
5. 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)(i) and (c)(2)(ii) of this section E is eligible for government
-sponsored

minimum essential coverage on December 1, 2015, the first day of the first full month that E may receive benefits 
under the program.

Example 3. Time of eligibility, individual fails to complete necessary requirements. The facts are the sam
e as in Example 2, except

that E fails to enroll in the Medicare coverage during E's initial enrollment period. E is treated as eligible for gover
nment-sponsored

minimum essential coverage under paragraph (c)(2)(ii) of this section as of October 1, 2015, the first day of the fou
rth month following the

event that establishes E's eligibility (E turning 65)..

Example 4. Retroactive effect of eligibility In November 2014, Taxpayer F enrolls in a qualified health pl
an for 2015 and receives

advance credit payments. F loses her part-time employmentand 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 paragr
aph (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 ineligibility. In November 2014, Taxpayer G. applies through the Exchange t
o enroll in health

coverage for 2015. The Exchange determines that G is not eligible for Medicaid and estimates that G's household
 income will be 140

percent of the Federal poverty line for G's family size for purposes of determining advance credit payments. G enro
lls in a qualified heaRh

plan and begins receiving advance credit payments. G experiences a reduction in household income dur
ing 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.

Example 6. Mid-year Medicaid eligibility redetermination. The fads are the same as in Example 5, excep
t that G returns to the

Exchange in July.2015 and the Exchange determines that G is eligible for Medicaid. Medicaid approves G for cove
rage and the exchange

discontinues G's advance credit payments effective August 1. Under paragraphs (c)(2)(iv) and (c)(2)(vj o
f 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 thr
ough December 2015.

(3) Employer-sponsored minimum essential coverage--(i) In general. For purposes of section 366, 
an employee who may

enroll in an eligible employervsponsored plan {as defined in section SOOOA(~(2) and the regulations 
under that section) that is

minimum essential coverage, antl an individual who may enroll in the plan because of a relationship to th
e employee (a related

individual), are eligible for minimum essential coverage under the plan for any month only if the plan is af
fordable and provides

minimum value. Except for the Nonappropriated Fund Health Benefits Program of the Department of Defense, 
established

under section 349 of the National befense Authorization Act for Fiscal Year 1995 (Public Law 103-337; 
1D U.S.C. 1587 note),

government-sponsored minimum essential coverage is not an eligible employerysponsored plan.
 The Nonappropriated Fund

Health Benefits Program of thebepartment of Defense is considered eligible employerysponsored coverage, 
but not

government-sponsored coverage, for purposes of determining if an individual is eligible for minimum 
essential coverage under

this section.

(ii) Plan year. For purposes of this"paragraph (c)(3), a plan year is an eligible employer-sponsored p
lan's regular 12-month

coverage period (or the remainder of a 12-month coverage period for a new employee or an individual wh
o enrolls during a

special enrollment period).

(iii) Eligibilityformonths during a plan year—(A) Failure fo enroll in plan: An employee or related ind
ividual may pe 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 enrolletl in the plan for that month during an open or special enroll
ment period for the plan year. If

an enrollment period relates to coverage for not only the upcoming plan year (or the current plan
 year in the case of an

hops:/lwww.ecfr.gov/cgi-biNteM-idx?SID=f90218075bcb2b92ad969d6a82530371&mc=true&node=se26.t 7_136b_62&rgn=div8 
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enrollment period other than an open enrollment period), but also coverage in one o~ more succeeding plan years, this
paragraph (c)(3)(iii)(A) applies only to eligibility for the coverage in the upcoming plan year (or the curzent plan. year in the case
of an enrollment period other than an open enrollment period).

(B) Waiting periods. An employee or related individual is not eligible forroinimum essential coverage undekan eligible
employer-sponsored plan during a required waiting period before the coverage becomes effective..

(C) Examp/e. The following example illustrates the provisions of this paragraph (c)(3)(iii):

Example. (i) Taupayer B is an employee of Employer X. X offers its employees a health insurance play that has a plan year. (within the
meaning of paragraph (c)(3)(ii) of this section) ftom Octobet 1 through September 30. Employees may enroll during an open seaso~S from
August 1 to September 15, B doesnot enroll in X's plan for the plan year October 1 2074, 3o September 30, 2Q75. In November 2014,' B
enrolls in a qualified health plan through an fzchange forbalendar year 2015.

(ii) B could have enrolled in X's,plan during the August 1 to September 15 enrollment period. Therefore, uMess X's plan is not
affordable for B or does not provide minimum value, B is eligible for minimum essential coverage under X'splan for the months thatB is
enrolled in'the qualifietl health plan'tluFing X's plan yeas (January through September 2015).

(iv) Post-employment coverage. A former employee (including' a retiree); or an individual relatetl (wRhin tqe meaning of
paragraph'(c)(3)(i) of this section) to a former employee, who may enroll ineligible employer-sponsored coverage or in
continuation coverage required under Federal law or a State law that provides comparable continuation coverage is eligible for
minimum essential coverage under this coverage only for months that the former employee or related individual is enrolled in
the coverage.

(v) Affordable coverage—(A) In general—(?) AffoMability for employee. Except as provided in paragraph (c)(3)(v)(A)(3) of
this section, an eligible employer-sponsored plan is affordable for an employee if the portion of the annual premium the
'employee must pay, whether by salary reduction or otherwise (required contribution), for selRoMy coverage does not exceed
the required contribution percentage (as defined in paragraph {c)(3)(v)(C) of this section) of the applicable taupayee's household
income for the taxable year.

(2) Affordability for re/ated individual. Except as provided in paragraph (c)(3)(v)(A)(3) of this section, an eligible employer-
sponsored plan is affordable for a related individual if the portion of the annual premium the employee must pay. for self-only.

„coverage does not exceed the required contribution percentage, as tlescribed in paragraph (c)(3)(v)(A)(1) of this section.

(3) Employee safe harbor. An employer-sponsored plan is not affordable for an employee or a related indivitlual for a plan
year if, when the employee or a related individual enrolls in a qual~ed health plan for a period coinciding with the plan year (in

information on

disregard for tl
coverage fora
little of no effoi
demonstrate a
is intentional if

(4) Wellns

r ror an

iformatio~ provided to the Exchange is inaccurate.

>criminatory wellness program incentives offered by an eligible employer-
~ted as earned in determining an employee's required contribution'}or purposes of

program incentives that do not relate to tobacco use or that include a component unrelated to tobacco use are treated as not
earned for this purpose. For purposes of this section, the term wellness program incenfive has the same meaning as the term
reward in §54.9802-1(fl(1)(i) of this chapter

(~ Employer contributions to health reimbursement arrangements. Amounts newly made available for the current plan :year
under a health reimbursement arrangement that an employee mayvse to paypremiums, or may use #o pay cost-sharing oc
benefits not covered by the primary plan in atldition to premiums, reduce the employee's required contributiori'ifthe health
reimbursement arrangement would be integrated, as that #erm is used in Notice 2013-54 (2013-40JRB 287) {see §601,601(d)
of this chapter), with an eligible employer-sponsored plan for an employee e~rolied in the plan. The eligible employery
sponsored plan and the health reimbursement arrangement must be offered'by the same'empioyer. Employer contributions to a
health ~eimbursemenf arrangement reduce an employee's requiretl'contribution only to the extent the amount of the annual'
contribution is7equired under the terms of the plan or otherwise determinable within a reasonable time before the employee
must decide whether to enroll i~ the eligible-employer-sponsored,plan.

(6) Emp/over contributions fo cafeteria plans. Amounts made available for the current plan year. under a cafeteria plan,
within the meaning of section 125, reduce. an employee's or a related individual's. required nontribution if—

https://w~vw.ecfrgov/cgi-biNtext-idx?SID=f90218075bcb2b92ad969d6a82530371&roc=true&node=se26.1.1_136b 62&rgn=div8 4p
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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

(iii) The employee may use the amount exclusively to pay for medical-care, within the meaning of section 213

(~ Opt-out 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 employer's plan year that fall in different

taxable years of an applicable taxpayer (a part-year period). An eligible employerysponsored plan is affordable far apart-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 household income for the taxaple 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

tazpayet's taxable year. Only full 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 adjustedby 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 a 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 (c)(3)(v). Unless stated otherwise, in each

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 affordability. in 2014 Taxpayer C has household income of $47,000. C is sn 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 forself-only coverage does not exceed 9.5 percent of household income, under

paragraph (c)(3)(v)(A)(1) ofthis section, X's play is affordable for C, and C is eligible for minimum essential coverage for all months in

2014.

Example 2. Basic determination of affordability for a related individual. The facts are the same as in Example 1, except that C is

married to J and X's plan requires C to contribute $5,300 for coverage for C and J for 2014 (11.& percent of Cs household income).

Because C's required contribution for self-only coverage ($3,450) does not exceed 9.5 percent of household income, under paragraph (c)

(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 enrollment. (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 D a $2,500

bonus. Thus, D's actual 2014 household income is $39,500 and D's required contribution for coverage under X's plan is 9.4 percent of D's

household income.

(ii) Based on D's actual 2014 household income, D's required contribution does not exceed 9.5.percent of household income and X's

health 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, untler 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 2014.

Example 4. Determination of unaffordability 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'~. projected household income for 2014. D enrolls in a qualified health plan as of September 1, 214. Under

paragraph (c)(3)(v)(A)(3) of this section, X's planis not affordable for D and D is not eligible for minimum essential coverage under X's

plan for the coverage months September to December 2014 and January through August 2015.

Example 5. No affordability information affirmative/y provided for annual redetermination. (i) The facts are the same as in Example 3,

except the Exchange redetermines D's eligibility 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 approves

advance credit payments based on information from the previous enrollment period. In 2015, D'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 affotdability determination based on

information from an earlier year, the employee safe harbor in paragraph (c)(3)(v)(A)(3) of this section does not apply. D's required

contribution for 2015does not exceed 9.5 percent of D's household income. Thus, X's plan is affordable for D for 2015 and D is eligible for

minimum essential coverage for all months in 2015..
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Example 6. Determinatrpn of unallordability for par# of plan year (part-year period). (i) Taxpayer E is an employee of Employer X
beginning in May 2015. X's employee health insurance plan year is September 1 to.August 31: E'S required contributionfor 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 forpurposes of eligibility for advance credit payments as $18,000. E's actualhousehold income for3he 2015 taxab
year is $20,000. _.

X's

actual household income foc2015 is $20,000:(and E'srequired+
income), under paragraph (c)(3)(v)(A}(3) of this section, X's plar
2015. Consequently, E is not eligible for minimum essential covf

Example 7 Affordability determined for part of a taxable ye.
employee health insurance plan year is September 1 to August
September2014 through August 2015 is $150 per month or$1,i
but enrolls in a qualified heafthplan for September through pea
ask the Exchange for his rating area to determine whether X's ci

rage :under X's plan is affoFdabie for E is tletermined for the remainder of
~ full plan year {$1,800) exceetls 9.5 percent of E's household income
that X's coverage is unaffordable forMay through August Akhough E's

~ntribution of $1;800 does not exceed 9.5 percent of E's housefiold
s unaffordable for E for the part of the plan year May through August
age under X's plan for the period May through August 2015.

(paR:year period). {i) Taxpayer F is an employee of Employer X. X's
. F's required contribution far selfonly coverage for the period
~0 for the plan year. F does aot enroll in X'splan during X's open season
~6er2014. F does not request advance credit payments and does not

plan is not a calendar year plan, F must determine the affordability of X's
unde[paragrapti (c)(3)(v)(B) of this section. f determines the

..
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 Decemb
2014 and F. is not eligible for minimum essential coverage under X's plan for that period.

(iii) F enrolls in Exchange coverage for 2015 and does not ask the Exchange to approve advance credit payments or determine
whether X's coverage is affordable. F's 2015 household income is $20,000.

{iv) Fmust 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 9 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.

plan for 2015 but does not receive advance credtt payments. Gs 2015 household income is less than expected and Gs required
contribution for employervsponsored coverage for 2015 exceeds 9.5 percent of Gs actual 2015 household income. Under paragraph (c)(3)
(v)(A)(1) of this section`G is not eligible for minimum essential coverage underX's plan for 2015.

Example 9. Wellness program incentives. (i) Employer X offers an eligible employer-sponsored plan with a nondiscriminatory wellness
.......program that reducespremiumsby$300foremployeeswhodonotusetobaccoproductsorwhocompleteasmokingcessat~omcourse.

Premiums are reduced. by $200if an employee completes cholesterol screening within the firstsixmoMhs of the plan year. Employee B
does note use tobacco and the cost of his premiums is.$3,700. Employee C uses tobacco and the cost of herpremiums is $4,000

(ii) 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..

{vi) Minimum value. See §1.366-6 for rules for determining whether an eligible employer-sponsored plan provides minimum
value.

{vii) Enrollment in eligible employer-sponsored p/an—(A) !n 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
employervsponsored plan.

(B) Automatic enrollment. 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 Iater of the first day of the second full calendar month of that
plan year or other period or the last day of any petmissible opt-out period provided by the employer-sponsored plan or in
regulations to be issued. by the Department of Labor; for that plan year or other period.

(C) Examples. The following examples illustrate the provisions of this paragraph (c)(3)(vii):

Example 1. Taxpayer H is employed by Employer 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 fads are the same as in Example 1, except that H terminates plan coverage on June 30, 2014. Under paragraph (c)
(3)(vii)(A) of this section, H is eligible for minimum essential coverage under X's plan for January through June 2014 but is not eligible for
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minimum essential coverage under X's plan for July through December 2014.

F~rample 3. The facts are the same as in Example 1; except that Employer X automaticalry enrolls H in tF~e plan for'calendar year

2015. H terminates the coverage on January 2Q 2015: Underparagraph (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 ~u/es-(i) Related individual not claimed as a personal exemption deduction. An individual who may

enroll in minimum essential coverage because of a relationship to another person eligible for the coverage, but for whom the

other eligible person does not daim 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.

(ii) Exchange unable to discontinue advance credit payments-(A) In general. If an individual who is enrolled 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 earlier 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 individual who is enrolled in a qualified fiealth plan for which

advance credit payments are made is eligible for Medicaid or CHIP buY 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 to taxable years beginning after December 31,

2013.

(e) E/fective/applicability date. (1) Except as provided in paragraph (e)(2) of this section, this section applies to taxable

years ending after December 31', 2013.

(2) Paragraph (b)(6)(ii), thelast 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)(i), (c)(3)(iii)(A); and (c)(4) of §1.366-2 as contained in 26 CFR part I edition

revised as of April 1, 2016, apply to taxable years ending after December 31, 2013, and beginning before January 1, 2077.

[T.0. 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?
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Title 26 -+ Chapter I -. Subchapter A -. Part 1 -, §1.36b-3

Title 26: Internal Revenue
PART 1-INCOME TAXES

§1.368-3 Computing the premium assistance credit amount

(a) /n general. A taxpayer's premium assistance credit amount for a taxable year. is the sum of the premium assistance
amounts determined under paragraph (d) of this section for all coverage months for individuals in the taxpayer's family..

(b) Definitions. For purposes of this section—

(1)The cost of a qualified health plan is the premium the plan charges; and

(2) The term coverage /amity means, in each month, the members of a taxpayer's family for whom the month is a coverage
month.

(c) Coverage month—(1) In general A month is a coverage month for an individual if—

(i) As of the first day of the month, the individual is enrolled in a qualified heaRh plan through an Exchange;

(ii) The ta~cpayer pays the Qaxpayer's share of the premium for the individual's croverage under the plan for the month by the
unextended due date for filing the taxpayer's income taz return for that taxable year, or tFie full premium for the month is paid by
advance credit payments; and

(iii) The individual is not eligible for the full calendar month for minimum essential coverage (within the meaning of §1.36B-
2(c)) other than coverage described in section 5000A(fj(1)(C) (relating to coverage in the individual market).

(2) Certain individuals enrolled during a month. If an individual enrolls in a qualified health plan and the enrollment is
effective on the date of the indivitlual's birth; atloption,°or placement for atlopton or in foster care, or on the effective date of a
court order, tha individual is treated as enrolled as of the first day of that month for purposes of this paragraph (c).

(3) Premiums paid for a taxpayer. Premiums another person pays for coverage of the taxpayer, taxpayer's'spouse, or
dependent are treated as paid. by the taxpayer

~~~~ ~ ii~q rn;zrns secuvn ror a monin it zne taxpayer pays me taxpayers snare or me premwms for coverage under the plan for.
the month on or before the 120th day following the date. of the appeals decision.

(5) Examples. The following examples illustrate the provisions of this paragreph (c): _

Example 1. (i) Taxpayer M is single with no dependents. In December 2013, M enrolls in a qualified health plan for 2014 and•the
'E~cchange approves advance credifpayments. M pays M's share of the premiums. On May 15, 2014, M enlists in the U.S. Army and is
eligible immediately for government-sponsored minimum essential coverage.

(ii) Under paragraph (c)(1) of this section, January through May 2014 are coverage months for M. June through December 2014 are
not coverage months because M is eligible for minimum essential coverage for those months. Trius, under paragraph (a) of this sedioq
M's premium assistance credit amount for 2014 is the sum of the premium assistance amounts for the months January through May.

Example 2. (i) Taxpayer N has one dependent S. S is eligible for government-sponsored minimum essential coverage. N is not
eligible for minimum essential coverage. N enrolls in a qualified health plan for 2014 aid the Exchange approves advance credit
payments. On August 1; 2074, S loses eligibility for minimum essential coverage. N`terminates enrollmenf in the qualified healtti plan that
covers onl y N and enrolls in a qualified health plan that covers N and S for August through December 2014. N pays all premiums not
covered by advance credit payments.

(ii) Under paragraph (c)(1) of this section, January through December of 2014 are coverage months fot N and August through
December are coverage months for N and S. N's. premium assistance credit amount for 2014 is the sum of the premium assistance
amounts fo~these coverage months.
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Example 3. (i) 0 and P are the divorced parents of T. Under the divorce agreement between 0 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. 0 pays the

portion of Ts qualified health plan premiums not covered by advance credit payments.

(ii) Because P claims T as a dependent, P (and not O) may claim a premium tax credit for coverage for T. See §1.366-2(a). Under

paragraph (c)(2) of this section, 4he premiums that 0 pays. for coverage for T are treated as paid by P. Thus, the months when T 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 P's premium tax credit under paragraph (a) of this section.

Example 4. Q, an American Indian, enrolls in a qualified health plan for 2014. Q's tribe pays the portion of Q's qualified health plan

premiums 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 (a) of this section.

(d) Premium assistance amount—(1) Premium assistance amount. The premium assistance amount for a coverage month

is the lesser of—

(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

(ii) The excess of the adjusted monthly premium for the applicable benchmark plan (benchmark plan premium) over ~/2 of

the product of a taxpayer's household income and the applicable percentage for the taxable year (the taxpayer's contribution

amount).

(2) Examples. The following examples illustrate the rules of paragraph (d)(1) of this section.

Example 1. Taxpayer Q is single and has no dependents. Q enrolls in a qualified healthplan with a monthly premium of $400. Q's

monthly benchmark plan premium is $500, and his monthlycontribution amount is $80. Q's premium assistance amount for a coverage

month is $400 (the lesser of $400, Q's monthlyenroliment premium, and $420, the difference between Q's monthly 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 plan premium and contribution amount forlhe month is $420.

(ii) The issuer of R's qualified healtti plan is notified that. R died on September 20. The issuer terminates coverage as of that date and

refunds the remaining portion of the September enrollment premiums ($150) for R's coverage.

(iii) R's premium assistance amount for each 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 enrollment premiums for the

month, reduced by any amounts dhat were refunded ($300 ($450-$150)) or the difference between the benchmark plan premium andthe

contribution amount for the month ($420). R's premium assistance amount for September is $300, the lesser of $420 and $300.

Example 3. The facts are the same as in Example 2 of this paragraph (d)(2), except that thequalified health plan issuer does not

refund any enrollment 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.S.C. 300gg). The adjusted monthly

premium is determined without regard to any premium discount or rebate under the wellness discount demonstration project

under section 2705(d) of the Public Health Service 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.

(fl Applicable benchmark plan—(1) /n general. Except as otherwise provided in this paragraph (~, 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 to the taxpayer's coverage family through the Exchange for the rating

area where the taxpayer resides for—

(i) Self-onty coverage fora taxpayer—

(A) Who computes tax under section 1(c) (unmarried individuals other than surviving spouses and heads of household) and

is not allowed a deduction under section 151 for a dependent for the taxable year;

(B) Who purchases onty self-only coverage for one individual; or

(C) Whose coverage family includes only one individual; and

(ii) Family coverage for all other taxpayers.
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(2) Fami/y coverage. The applicable benchmark plan for family coverage is the second lowest-cost silver plan that would
cover themembers of the ta~cpayer's coverage family .(such as a plan covering hvo adults if the members of a taxpayer's
coverage family are two adults).,

{3) Si/ver-level plan not covering pediatric dental benefits. If one or more silver-level qualified health plans offered through .
an E~cchange do not cover pediatric dental benefiks, the premium for the applicable benchmark plan is determined based on the
second lowest-cost option among-

(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

(ii) The silver-level qualified health plans that are offered by the Exchange to themembersbf the coverage family that do
not provide pediatric dental benefits in conjunction with the second lowest-cost portion of the. premium for. astand-alone dental

Exchange. to fhe members of the coverage. family that;is properly allocable to pediatric dental benefits determined under
guidance issued by the Secretary of Healtfi and Human Serviges.

(4) Family members residing in different locations. If members of a k~ucpayer'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 group of

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.

{5) Sing/e or multiple policies needed to cover the farm/y—(i) Policy covering ataxpayer's family If a silver-level plan oca
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 tienchmark{plan under paragraphs (~(1),'(fl(2), and (~(3) of this section is the
premium for this single policy. ?

r.:~ n~i .. __« __..____ _ ._ ._ _~ ~ ., .~ _._ .. ._.

mul
the

under the plan

/Rl Olnn n

(7) Benchmark
dental plan that is u
not cease to be the ,
closes to enrollment

(8) On/y one sih
stand-abne dental p
in the same location
applicable: benchmai

(9) Examples, T
the plans are open tc
Exchange forthe rati

Example 1. Single
plan. The Exchange in

of

,_..... ~.... ..... ...........y.. ....,..y.: ~~.. ~coivc~u~:~ncaai~ic ~~wuvn.

for enrollment. A silver-level qualified health plan or a stand-alone dental plan that is not open to
or family member at the time the taxpayer or family member enrolls in a qualified health plan is
ig the applicable benchmark plan.

terminates or closes fo enropment during the year. A'silvervlevel qualified health plan or a stand-alone
x purposes of determining theapplicable'benchma~k plan under this paragraph (~ for a taxpayer does
able benchmark plan for a taxable year solely because the plan or a lowet cost plan terminates or
ig the taxable yeas

ve! plan offered to the coverage family. If there is only one silver-level qualified health plan or one
offered through an Exchange that would cover all members of a taxpayer's coverage family who reside

>lan

following examples illustrate the rules of this paragraph j~. Unfess otherwise stated, in each example
~rollmeM to a taxpayer or fatuity member at the time of enrollment and are offered through the
area where the taxpayer resides:

zpayer enrolls in Exchange coverage. Taxpayer A is single;. has no dependents, and enrolls in a qualified tieatth
rating area in which A resides offers only silvervlevel qualified health plans that provide pediatric dental benefits.

nd (fl(2) of this section, A's applicable benchmark plan is the second lowest cost silver plan providing self only
coverage,torH.

Facample 2. Single taxpayer enro(is with dependent child through an Exchange where all qualified health p/ans 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 antl C reside offers qualified health plans that provide pediatnddentai benefits but does not
offer qualified health plans without pediatric dental benefits. Under paragraphs (fl(1) and (~(2) of this sectlon, B's applicable benchmark
plan is the second lowest-cost silver plan providing family coverage to B and 0. _
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Example 3. Single taxpayer enrolls with dependent child through an Exchange where one or more qualified health plans donot

provide pediatric dental benefits. (i) Taxpayer D is sing)"e and claims his 10-year old son, E, as a dependent. The Exchange in the rating

areain which D and E reside offers three silver-level qualified health plans; one of which provides pediatric dental tienefits(St) and two 
of

which do not (S2 and S3}, in which D and E may enroll. The Exchange also offers two stand-alone dental plans (DP1 and DP2) available

to D and E. The monthly premiums albcable to essential health. benefits for the silver-level plans are as follows:

S1—$650

S2—$620

S3—$590. -

(ii) The monthly premiums, and the portion of the premium allocable to pediatric dental benefits, for thehvo dental plansare as follows:

DP1—$50 ($20 allocable to pediatric dental benefits).

DP2—$40 ($15 allocable to pediatric dental beneTits).

(iii) Under paragraph (~(3) of this section, D's applicable benchmark plan is the second lowest cost option among the following off
ered by

the rating area in which D resides: Silver-level qua4ifed health plans providing pediatric dental benefits ($650 for S1) and the silver
-level

qualified health plans not providing pediatric dental benefits, in conjunction with the second lowest-cost portion of the premium fora stand-

alone dental plan properly allocable to pediatric dental benefits ($590 for S3 in conjunction with $20 for DP1 = $610 and $620 for S2 in

conjunction with $20 for DP1 = $640). Under paragraph (e) of this section; the adjusted monthly premium for D's applicable bench
mark

plan -is $640.

Ezamp/e 4. Single taxpayer enrolls with dependent ad~/t through anExciiange where one or morequalified health plans do bof

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-level plans 
are as

follows:

S1—$630

S2—$590

S3~580.

(ii) Because no one in D's coverage family is eligible for pediatric dental benefits, $0 of the. premium for astand-alone dental plan is

albcable to pediatric dental benefits in determining A's applicable benchmark plan. Consequently, under paragraphs (~(1), (~(2), and (~(3)

of this section, D's applicable benchmark plan is the second lowest-cost option among the following options offered by the rating area 
in

which D resides: Silver-level qualified health plans providing pediatric dental benefits ($630 for S1) and the silver-level qualified he
alth

plans not providing pediatric dental benefits, in conjunction with the second lowest-cost portion of the premium for astand-alone de
ntal

plan properly allocable to pediatric dental benefits ($580 forS3 in conjunction with $0 for DP1 = $580 and $590 for S2 in conjunction wi
th

$0 for DP1 = $590). Under paragraph (e) 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 ofd son,1. G may claim I, but not H, as a dependent. G, H, and I enroll in coverage through the

Exchange in the rating area in which they all reside. The Exchange offers only silver-level plans providing pediatric dental benefits
. Under

paragraphs (~(1) and (~(2) of this section, G's applicable benchmark plan is the second lowest-cost silver {Stan covering G and' I. 
However,

H may qualify for a premium tax credit if H is otherv✓ise eligible. See paragraph (h) of this section.

Example 6. Change in coverage family Taxpayer J is single and has no dependents when she enrolls in a qualified health plan. Th
e

Exchange in the rating area in which she resides offers only silver-level plans that provide pediatric dental benefits. On August 1, J has 
a

child, K, whom she claims as a dependent. J enrolls in a qualified health plan covering J and K effective August 1. Under paragraphs 
(~(1)

and (~(2) of this section, J's applicable benchmark plan for January through JUIy is the second lowest-cost silver plan providing sel
f-only

coverage for J, and J's applicable benchmark plan for the months Augusfthrough December is the second lowest-cost silver plan covering

J and K.

Example 7. Minimum essenfial coverage for some coverage months. Taxpayer L claims his 6-year old daughter, M, as a dependen
t. L

and M are enrolled for the entire year in a qualified health plan that offers only sliver-level plans that provide pediatric dental benefits. L,

but notM, is eligible for government-sponsored minimum essential coverage for September to December. Thus, under paragraph 
(c)(1)(iii)

of this section, January through December are coverage months for M, and January through August are coverage months for L. B
ecause,

under paragraphs (d) and (~(1) of this section, the premium assistance amount for a coverage month is computed based on the applicab
le

benchmark plan for that coverage month, L's applicable benchmark plan for January through August is the second lowest-cost opt
ion

covering L and M. Under paragraph (fl(1)(i)(C) of this section, L's applicable benchmark plan for September through December is the

second lowest-cost silver plan providing self-only coveYage for M.

Example 8. Family member eligible for minimum essential-coverage for the tazab/e 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 (~(1)(i)(C) of this section, L's applicable benchmark play 
is

the second lowest-cost silver plan providing self-only coverage for L.

Example 9: Benchmark planpremium for a coverage family with family members who reside in different locations. (i) Taxpayer N's

eoveragefamity consists of N and her three dependents 0, P, and Q. N, 0, and P reside together but Q resides in a different location. 
The

monthly applicable benchmark plan premium for N, O, and P is $1,000 and the monthly applicable benchmark plan premium for Q 
is $220.

(ii) Under paragraph (~(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

Mtps:!/wwvd.edr.gov/cgi-bin/tent-idx?SID=f90218075bcb2b92ad969d6a82530371&mc=Vue&node=se26.1.t_136b_638rgn=div8. 4/8
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P, who reside togettier,' aad $220, the montfily applicable benchmark plan premium for Q, who resides in a different location than N, 0,

`and P. Consequently; the premium for N's applicable benchmark plan is $1,220.

Eramp/e 10, Aggregation of silver-level pobcies for plans not covering a fatuity under a single pobcy (i) Taxpayers R and S are

Issuers A antl d do not cover R, 5, and T under a single policy. The sliver-level plan offered by Issuer A costs the following monthty
amounts for self-only coverage of R, S, and T, Fespectively: $40Q $450, and $600: The sliver-level plan offered by Issuer B costs the
following monthty amounts forself-oNycoverage of R; S, and T, tespectively:-$250, $300, and $450. The silver-level plan offered by
Issuer Q provides coverage for R, S, and T under one policy fora $1.;200 monthly. premium.

(ii) Under paragraph {fl(5) of this section, Issuer Cs silverlevel plan that covers R, 5, antl T under one policy ($1,200 monthly
premium) and issuer 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's applicable benchmark plan. In addition, under paragraph (~(5)(ii) of this section, in determining R's and S's applicable benchmark
plan, the premium taken into account for Issuer A's plan is $1,450 (the aggregate premiums for self-only policies covering R ($400), S
($450), and T ($60D) and the premium taken. into account for Issuer B'splan is $1,000 (the aggregate premiums for self-oMy policies
covering R ($250), S ($300), and T ($450). Consequently, R's and S's applicable benchmark plan is the Issuer Csilver-level plan covering
R's and S's'coverage family and the premium for. their applicable. benchmark pla2is $1,200.

Example 11. Benchmark plan premium for a taxpayer with farm/v members who cannot enroll in one oolicv and who reside in different
.consists of U, U's

Benefits. The silver plan offered by the Exchange for the rating area in which U and V reside tt
~o6cies with the second-lowest aggregate premium vests $400 a month for self-only coverage
.overage for V. The monthly premium for the second-lowest cost silver plan covering W and X
sting area'in which W and X reside is $50Q

in

X.
V

'#or U and $600 a month for self-only
that is offered by the Exchange. for the

vel plans offered by the Exchange
istakeninto accountin.:<:

rating area in which W and X reside. Under paragraph (fj(4)of this section, because the members of U's coverage fatuity; 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 residing in`differentlocations ($1;000 for U and V, who reside in Location 1, plus $500 for W and X, who reside in
:Location 2)

Example 72. Qua/ified health plan closed to enrollment 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 health plansihat
include petliatric dental benefits, offers silver-level plans J, K, L, and M, which are, respectively, the first, second, third, and fourth lowest
cost silver plans covering Y's family. When Y's family enrolls, Plan J is closed to enrollment Under paragraph (~(6) of this section; Plan 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 to new enroNees during the year. (i) Taxpayers BB, CC, and DD each have coverage families
..~~ ~>~~~~~~y ~~ ~.,~~ ay~a~.,~~ ~~~a~ ~a~~~~y a~ca; nan < is use secvno wwest cost sliver plan aria run s is me mira iowesrcost saver plan
covering the two adults in each'coverage family offered through the Exchange. The BB and CC families each enroll in a qualified tiealth
plan that is not the applicable benchmark plan (Plan 4) in November during the annual open enrolment period. Pian2 closes3o new
enrollees the following June. Thus, nn July 1, Plan 3 is the second lowest cost silverplan available to new enrollees through the
Exchange. The DD family enrolls in a qualified'fieaith plan in JWy.

(ii) Under paragraphs (~(1), (~(2), (fl(3j, and (~{7) of this section, the silvervlevelplan that BB and CC use ko determine their -
appiicabiebenchmarkplan for all coverage months during the year is Plan 2. The applicable benchmark plan that DD uses to determine
DD's applicable benchmark plan is Pian 3, because Plan 2 is not open to enrollment through the Exchange when the DD family en~olis.

Example 74. Benchmark plan terminates for all enrollees during fheyear. The facts are the'same as inExample 13,except that Plan
2 terminates for all enrollees on3une 30. Under paragraphs'(~(1), (fj(2) (fl(3), and: (~(7) of this'section, Plan 2 is the silvervlevel plan that
BB antl CC use to'determine their applicable benchmark plan for all coverage months during the year, antl Play 3 is the: applicable
benchmark plan that DD uses.

Example ?5. E~cchange offers bn(y one silver-lave( plan: Taxpayer EE's coverage family consists of EE,'his spouse FF, and !heir two
dependent children GG and HH, who all reside together. The Exchange for the rating areain whichttiey reside offersonly one silver-level
plan that EE's family may enroll in and the plan tloes not provide pediatric tlental benefits: The Exchange also offers one stand-alone
dental plan in which the family may enroll. Under paragraph (~(8J of this section, the silver-level plan and the stand-alone dental plan
offered by the F~cchange are used for purposes pf determining EE's applicable benchmark plan under paragraph (~(3) of this section.
Moreover, the lone silver-!eve(plan and the lone stand-alone dental plarroffered by the Exchange are used for purposes of determining
EE's applicahle benchmark plan regardless of whether these plans cover EE's family under a single policy or multiples policies

(g) Applicable percentage-(1) /n general. The applicable percentage multiplied by a taxpayer's household income
determinesdhe taxpayer's annual required share of premiums 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 benchmark plan when computing the

hHps:!/ww~v.ecfr.gov/cgi-biNtexbidx?SID=f90278075bcb2692atl969d6a82530371&m~true&node=se26.1:t_1366 63&rgn=div8 5/8
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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 wild 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 reflect rates of premium growth relative to growth in the

consumer price index.

CZ) APPlicable percentage table.

Initial Final
Household income percentage of Federal poverty line percentage percents e

Less than t33% 2A 2.0

At least 133% but Iessthan 1500 3.0 4.0

At least 150% but less than 200 % 4.0 6.3

At least 200% bu[ less than 2500 6.3 8.05

At least 250%butless than 300% ' 8.05 9.5

1 least 3A0°/ but not more than 400% 9.5 9.5

(3) Examples. The following 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 year. In the table in

paragraph (gj(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 percentage is 9.5. A's Federal poverty line percentage of 275 percent ishalfway 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 210 percent of the Federal poverty line for B's family size. In the table in paragraph (g)(2) of

this section, the initial percentage for a taxpayer with household income of 200 to 250 percent of the Federal poverty line is 6.3 and the

final percentage is 8.05. B's applicable percentage is 6-.65, computed as follows.

(ii) Determine the excess of B's Federal poverty line percentage (210) over the initial household 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 
- -

(iii) Compute the difference between the initial. premium percentage (6.3) and the second premium percentage (8.05) in the taxpayer's

range; 8.05-6.3 = 1.75.

(iv) Multiply theamount in the f rst 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 x 1.75 = .35

6.3+.35=6.65.

(h} Plan covering more than one family—(1) In genera/. If a qualified health plan covers more than. one (amity 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 (~ of this section. In determining whether the amount computed under paragraph (d)(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.

(2) Example. The following example illustrates the rules of this paragraph (h)r

Example. (i) Taxpayers A and B enroll in a single policy under a qualified health plan. B is A's 25-year 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 enrollis $15,000. The premium for the second lowest cost silver family plan covering only A and A's dependents is

httpsi//w~vw.ecfr.gov/cgi-binftexf-idz?SID=f90218075bcb2b92ad969d6a82530371&mc=trueRnode=se26.1.1_136b_63&rgn=div8.. 618
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$12,000 and the premium for the second lowest cost silver plan providing self-only coverage to B is $6,000. A and B are applicable
taxpayers and otherwise eligible to claim the premium tax credit.

(~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 bf $6,000.

(iii)1n determining whether the amount in paragraph {d)(1)(i) of this'section (the premiums fior the qualified health plan A aid B
purchase) is less than the amount in paragraph (d)(1)(ii) of this section (the benchmark plan Premium minus the product of household
income and the applicable percentage), the $15,000 premiums paid are allocated to A and B in proportion to the premiums for their
applicable benchmark plans. Thus, the portion of the premium allocated to.A is $10,000 ($15,000 • $12,000/$18,000) and the portion
allocated to B is $5,000 ($15,000: x;$6,0001$18,000).

{i) [Reserved]

Q) Additional benefits—(1) In general. If a qualified health plan offers benefits in addition to the essential health benefits a
qualified health plan.. must provide under section 1302 of the Affordable Care Act (42 U.S.C. 18022); or a State requires a
qualified health plan to cover benefits in addition to 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)(A)(i) or{ii) of this
section. premiums are allocated to additional benefits before determining the applicablebenchmark plan under paragraph (~ of
this section.

(2) Method of allocation. The portion oflhe premium properly allocable to additional benefits is determined undecguidance
issued by the Secretary of Health and Human Services. See section 366(b)(3)(D).

(3) Examples. The following examples illustrate the rules of this paragraph (j):

Example 7. (i) Taxpayer B enrolls in a qualified health plan that provides benefits in addition to essential heauh henefits tadd~t~~~ai

pan premium ~aecerminea arter auocating premwms to aaaihooal benefits for alI :silver Ievefpians) is $440; Hof which $40 is allocable to
addttional benefits. B's`monthly contribution amount, whicfi'is the product of B's household income and the'applicable percentage,'is $60.

(~i) Under this paragraph Q), 8's enrollment premiums and the benchmark plan premium are reduced by the portion of the premium
that is allocable to the additional benefits provided under that plan. Therefore, 8's monthly enrollment premiums are reduced to $335'
($370 - $35) and B's. benchmark plan premium is reduced to $400. ($440 - $40), B's premium assistanceamount for a coverage month is
$335, the Iesser of $335 (B's enroilmeot premiums, reduced by the portion of the premium allocable #o additional benefits) and $34p:(B's
benchmark plan premium, reduced by the portion of the premium allocable to additional benefits ($400), minus B's $60 contribution
amount)..

Example 2. The facts are the same as in Example i of this paragraph Q)(3), except that the plan in which B enrolls provides no -- - --
benefits in addition to2he essential heakh benefits required to be provided by the plan. Thus, under paragraph Q) of this section, B's
benchmark plan premium {$440) is ~educetl by the portion of the premium allocable to additional benefits provided under that plan ($40).
B's enrollment premiums ($370) are not reduced under this paragraph Q). B's premium assistance amount for a coverage month is $340,
the lesser of $370 (B's enrollment 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) !n general For purposes of determining the amount 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 AffoMable Care Act (42 U.S.C. 13031(d)(2)(B)(ii)) {a stand-alone dental plan), the
portion of the premium for the stand-alone dental plan that is properly allocable to pediatric dentalbenefits that are essential
benefits required to be provided by a qualified health plan is treated as a premium payable for the individuaPs qualified health
plan.

(2) Method of allocation. The portion of the premium for astand-alone dental plan properly allocable to pediatric dental
benefits is determined under guidance issued by the Secretary of Health and Human Services.

(3) Examp/e. The folbwing example illustrates the rules of this paragraph (k):

Example. (i) Taxpayer C and Cs dependent, R, enroll in a qualified health plan. The premium for the plan in which C and R enroll is
$7,200 ($600/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
month): The excess of the premium for C's applicable benchmark plan over Cs contribution amount (the product of Cs household income
and theapplicable percentage) is $7,260 ($605/month) (Amount 2J..

(ii) Under this paragraph (k), theamount C. pays forpremiums (Amount 1) for purposes of computing the premium assistanceamount
is increased by the portion of the premium for the stand-alone dental plan allocable to pediatric dental benefits that are essential health
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. Cs premium assistance amount for each coverage month is $605 (Amount 2), the lesser of Amount i {increased by
the premiums allocable to pediatric dental benefits) and Amount 2
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(I) Families including individuals not lawfullypresent (1) In genera/. 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 a taxpayer'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 (I)(2) of this section.

(2) Revised household income computation-(i) Statutory method. For purposes of paragraph (I)(1) of this section,

household income is equal to the product of the taxpayer's household income (determined without regard to this paragraph (I)

(2)) and afraction-

(A) The numerator of which is the Federal poverty Tine for the taxpayer's family size determined by excluding individuals

who are not lawfully present; and

(B) The denominator of which is the Federal poverty line for the taxpayer's family size determined by including individuals

who are not lawfully present.

(ii) Comparab/e method. The Commissioner may describe a comparable method in additional published guidance, see

§601.601(d)(2) of this chapter.

(m) Applicability date. Paragraph (g)(1) of this section applies to taxable years beginning after December 31, 2013.

(n) Effective/applicability date. (1) Except as provided in paragraph (~j(2) of this section, this section applies to taxable

years ending after December 31, 2013.

(2) Paragraphs (c)(4), (~(1) and (d)(2) of this section apply to taxable years beginning after December 31, 2016.

Paragraph (~ of this section applies to taxable.years beginning after December 31, 2018. Paragraphs (d)(1) and (d)(2) of

§1.3683, as contained in 26 CFR part 1 edition revised as of April 1, 2016, applies to taxable years ending after December 31,

2013, and beginning before January 1, 2017. Paragraph (~ of §1.3683, as contained in 26 CFR part 1 edition revised as of

April 1, 2016, applies to taxable years ending after December 31, 2013, and beginning before January 1, 2019.

[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. 19, 2016; T.D. 9822, 82 FR 34606, July 26, 2017]

Need assistance?
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Title 26 -+Chapter? --~ Subchapter A -, Part t -+ §1;36b-4

Title 26: Intemai Revenue
PART 1-INCOME TAXES

§1.368.4 Reconciling the premium Wx credit with advance credit payments.

(a) Reconciliation—(7) Coordination of premium tax credit with advance credit payments—(i) ingeneral. A taxpayer must
reconcile the amourrt of credit allowed under section 36B with advance credit,payments on the taxpayePs income tax return for
a taxable year. A taxpayer whose premium tau credit for the tauable year exceeds fhe taxpayer's advance credit paymentsmay
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 additional income ta~c liability.

(ii) A/location rules and responsibility for advance credit payments—(A) !n general. A taxpayer must reconcile all advance
credit payments for coverage of any memtier of the taxpayer's family.

(B) individuals enroNed by a taxpayer and claimed as a persona/ exemption deduc8on by another taxpayer—{ f) In general.
If a taxpayer (the enrolling taxpayer) enro0s an intlividual in a qualified health plan and another taxpayer (the claiming taxpayer)
claims a personal exemption deduction for the individual (the shifting enrollee), then for purposes of computing each taxpayer's
premium tau credit and reconciling any advance creditpayments, the enrollment premiums and advance credit payments for
the plan in which theshi8ing enrollee was enrolled are allocated under this paragraph (a)(1)(ii)(B) according to the allocation

(~

family) or,if the

(2) Allocation peccentag
zero and one hundred perce

>ayer and enrdling #azpayer must use this same allocation percentage to calculate
>miums for3he applicable benchmark plan (benchmark plan premiums). This
counts allocated under'§1.366-3(h) (qualified health plan covering more than one
> are the only individuals enrolled in the qualified heakh plan. For purposes of this
expected at enrollment in a qualified healthplan to 6e the taxpayer filing an income
>ect to an intlividual enrolling in the plan has enrolled that individual`

3 taxpayer and Gaiming taxpayer may agree on any allocation percentage between
ng taxpayer and claiming taxpayer do not agree on an allocation perceMage,'Qhe
g enrollees iclaimed as;a personal exemption deduction by the claiming #a~cpayer
d by the enrolling taxpayer in the same qualified health plan as the shifting enrollee.

the premium tau credit; the claiming taxpayer: is allocated a portion of the enrollment
.nrollee was enrolled equal to the enrollmentrpremiums times the allocation
~ted the remainder oftfie enrollment premiums not allocated to one or more claiming

taxpayers:

(4) Allocating advance credit payments. in 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 equaPto the enrolling taxpayer's
.advance credit payments for the. plan times the allocation percentage. The enrolling taxpayer is allocated the remainder of the
advance credit payments not allocated to one or more claiming taxpayers. This paragraph (a)(1)(ii)(B){~ oily applies in
situations in which advance credit payments are made for coverage of a shifting enrollee.

{~ 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 plan premium for the Gaiming taxpayer's coverage family, excluding the
shifting enrollee or enrollees, and the allocableportion. The allocable portion for purposes of this paragraph. (a)(1)(ii)(B)(5) is the
product of the benchmark plan. premium forthe enrolling taxpayer's coverage family it the shifting enrollee was a member of the
enrolling taxpayer's coverage family and the allocation percentage: If the enrolling #axpayer's coverage famiry is enrolled in
more thanane qualified heaRh plan, the allocable portion is determined as'rf the enrolling taxpayer's coverage family indutles
only the coverage family members who enrolled in the same plan as the shifting enrollee or enrollees. The enrolling taxpayer's
benchmark plan premium is the benchmark plan premium for fhe enrolling #axpayer's coverage family had the shifting enrollee
or enrollees remained a part of the enrolling taxpayer's coverage fiamily, minus the allocable portion.
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(C) Responsibility for advance credit payments for an individual for whom no personal exemptio
n deduction is claimed. It

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 6cchange to the intention to claim a personal exemption deduct
ion for the individual as part of

the advance credit payment eligibility determination for coverage of the individual must reconcile
 the advance credit payments.

(iii) 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 re
turn using the taxpayer's

household income and family size for the taxable year. Thus, the taxpayer's contribution amount 
(household income 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 
§1.3683(fl.

(3) Limitation on additional tax—(i) In general. The additional tax imposed under paragraph (a)(1) 
of this section on a

taxpayer whose household income is less than 400 percenf of the Federal poverty line is limited to the am
ounts provided in the

table in paragraph (a)(3)(ii) of this section (or successor tables). For taxable years beginning afte
r December 31, 2014, the

limitation amounts may be adjusted in published guidance, see §601.601(d)(2) of this chapter, to reflect 
changes in the

consumer price index.

(ii) AddiBona/ tax limitation table.

limitation amount for taxpayers whose tax is determined

Household income percentage of Federal poverty under Limitation amount for all other

line section 1(c) taxpayere

Less than 200°Jo 
$300 $600

At least 200% but less than 300 % ~ 750 1,500

Po least 300 % bui less than 400 % 
1,250 2,500

(iii) Limitation on additional tax for taxpayers who claim a section 162(1) 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)(iii)(B), and paragraph (a)(3)(iii)(C) or (D), of this section to determine 
the limitation on

additional tax in this paragraph (a)(3) (limitation amount). Taxpayers must make this determinati
on before calculating their

section 162(1) deduction and premium tax credit. For additional rules for taxpayers who may claim a dedu
ction under section

162(p for a qualified health plan for which advance credit payments are made, see §1.162(1)-L

(B) Determining the limitation amount. A taxpayer described in paragraph (a)(3)(iii)(A) of this section mus
t use the (imitation

amount for which the taxpayer qualifies under paragraph (a)(3)(iii)(C) or (D) of this section. The l
imitation amount determined

under this paragraph (a)(3)(iii) replaces the limitation amount that would otherwise be determine
d under the additional tax

limitation table in paragraph (a)(3)(ii) of this section: In apptying paragraph (a)(3)(iii)(C) of this section, a 
taupayer must first

determine whether he or she qualifies for the limitation amount applicable to taxpayers with household in
come 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 (imitation amount

applicable to taxpayers with household income of less than 200 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 300 percent of the Federal poverty line for the taxpayer's family size. If the t
axpayer 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 appl
icable to taxpayers

with household income of less than 400 percent of the Federal poverty Tine for the taxpayer's fam
ily 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 366(~(2)(B)

does not apply to the taxpayer

(C) Requirements. A taxpayer meets the requirements of this paragraph (a)(3)(iii)(C) for a limita
tion 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 lire for which that (imitation is available. Household 
income for this purpose is

determined by using a section 162(1) deduction equal to the lesser of—

(1) The sum of the specified premiums for tfie plan not paid through advance credit payments, the l
imitation amount

(determined without regard to paragraph (a)(1)(iii)(C)(2) of this section), and any deduction allo
wable under section 162(1) for

premiums other than specified premiums, and

(2) The earned income from Qhe trade or business with respect to which the health insurance pla
n is established.

(D) Specified premiums not paid through advance credit payments. For purposes of paragraph (a)(3)(iii)
(C) of this section,

specified premiums not paid through advance credit payments means specified premiums, as defined in 
§1.162(1)-1(a)(2),

https:/Iwww.ecfcgov/cgi-biMtezt-idx?SID=f90218075bcb2b92ad969d6a825303~1&m~tme&node=se26.1.1_t 
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minus advance cretlit payments. made with respect to the specified premiums.

(E) Examp/es. For examples illustrating the rNes of this paragfaph (a)(3)(iii), see Examples 73, 14, and 15 of paragraph (a)
(4) of this section.

(4) Examples. The following examples illustrate the rules of this paragraph (a). In each example the taxpayer enrolls in a
higher cost qualified health plan than the applicablebenchmark plan:

Example 1. Household income increases. (i) Taxpayer A is single and has no dependents.7he Exchange for A's rating area projects
A's 2014 household income to be $27;925 (250 percent of the Federal povertyiine: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 Tess contribution amount of $2,248 (projected household income of
$27,925 • fl805) _ $2,952.

(ii) 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 arciount of
$3,194 (household income of $33;622 x .095)): Because A's advance credit payments for 2014 are $2,952 and A's 2014 cretlit is $2,006,

~i,z5q u~tler the limltatwn of paragraph (a)(3) of this Section, A's additional tazliability would tie limitetl to that amount"

Example 2. Household income Increases, repayment /imitation applies. The facts are the same as in Example 1, except that A's
household income for2014 is $43,560 (390 percent of the Federal poverty line for a family of one, applicable percentage 9.5).
Consequently, A's premium tax credit for 2014.is $1,062. {$5,200.benchmark plan premium less contribution amount of $4,138 (householi
income of $43,560 • .095)). A's advance credit payments for 2D14 are $2,952; therefore, A has excess advance payments of $1,890:
Because A's household income is between 300 percent and 400 percent of the Federal poverty line, A's additional tax IiabiUty for the
ta~cable year is $1,250 under the repayment limitation of paragraph (a)(3) of this section.

Example 3. Household income decreases The facts are the same as in Examp/e 1. except that A's actual household income for 201

A's advance credit payments for 2014 are $2,952, A is allowed an additional credit of $841 ($3;793 less $2,952).

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 io'be $63,388 {275 percent of the
Federal poverty line fora family of four, applicable percentage 8.78). B and C enroll in a qualifietl health plartfor 2014 that covers the four
family members. The annual premium for the applicable benchmark plan is. $14,100. B'sandCs 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.

{ii) In 2014, B and C do not claim L as theirdependent {and no taxpayer claims a personal exemption deduction for L). Consequently,
B's and C's family sizefor 2014.is three, their household income of.$63,388.is 332.percent ofihe Federal oovertv line foc a familvofthree

.__ _'r r ~ .,_.... ._. ~.., ,.... .,..~ ...... .... .....~ .....~-. ..~. ~~ w..~ ..~ ., ..o ~.. i~a.o o..w wu.anw.:yayuicuw.~~ aq.i~r..oa anu
Cs additional tax liability for 2014 under paragraph (a)(1) of this section, however, islimited to $2,500 under paragraph (a)(3) of this
section.

Example 5. Repayment limitation does not apply p) Taxpayer D is single and has no dependents. The Exchange for b's rating area
approves ativance credit payments for D based on 2014 household income of $39,095 (350 percent of the Federal poverty line for a family

u's ativance cretlrt;payments are $1,486, comp~ited asfollows: benchmark plan premium ot$5,200 lesscontribution amount of $3;714
(projectedhouseholdipcomeof$39;095•.095):=$1,486.

(~i) D s actual household income for 2014 is $44,903, which is 402 percent of the Federal poverty Ime fora family of one. D is not an
applicable taxpayer and may not claim a premium tax credit. Additionally, the repayment limitation of paragraph (a)(3) of this section does
not apply. Consequently, D bas excess advance payments of $7,486 (the total amount of the advance creditpayments in 2014). Under
paragraph'(a)(1} ofthis section, D's tax hagility for 2014 is increased by $1,486.

Example 6. Coverage for lessthan a f~l/ taxable year (i) Taxpayer F is single and has no dependents. In November2013, the
Exchange. for F's rating area projects F's 2014 Household income to be:$27,925. {250 percent of the Fede[al poveity line fora family of
one, applicable percentage 8.05): F enrolls in a qualified health plan. The annual premium forthe applicablebenchmaric plan<is $5,200.
F s monthly advance creditpayment is $246,computed asfollows:benchmark plan premium of.$5,200 less. contributionamount of $2,248
{projected household income of $27;925 x.;0805) _ $2,952;x$2,952/12:=:$246.

(ii) F begins a new job in August 2014 and is eligible for employer-sponsored minimum essential coverage for the period September
through December 2014. F discontinues herExchange coverage effective November 1, 2014. F's household income for 2014 is $28,707
(257 percept of the Federal povertyJine for a family size of one, applicable percentage 8.25).

(iii) Under §1.366-3(a); F's premium assistance credit amount is the sum of the premium assistance amounts for the coverage
months. Under §1.366-3(c)(1)(iii), amonth in which an individual is eligible for minimum essential coverage other than coverage in the
individual marketis not a coverage month. Because F.is eligible for employer-sponsoredminimum essential coverage: as of September 1,
only the months January through August of 2014 are coverage months:

Mtps:/lww,~✓.ecfcgov/cgi-biNtexFidx?SID=f90218075bcb2b92ad969d6a82530371&mc=true&node=se26.1:1 136b_64&rgn=div8 3/10
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(iv) If F had 12 coverage months in 2014, F's premium tax Credit would be $2,832 (benchmark plan premium of $5,200 less

contribution amount of $2,368 (household income of $28,707 • .0825)). Because F has only eight coverage months in 2014, F's credit is

$1,888 ($2,832112 • 8). Because F does not discontinue her Exchange coverage until November 1, 2014, F's advance credit payments for

2014 are $2,460($246 • 10). Consequently, F has excess advance payments of $572 ($2,4601ess $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

government-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 hvo, applicable percentage 6.3).

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 z .063) _ $3,294;

$3.294/12 = $276..

(ii) On August 1, 2014, E loses her eligibility for government-sponsored minimum essential coverage. Eenrolls 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 to 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 incomefor 2014 is $28,747 (190 percent of 4he Federal poverty line, applicable percentage 5.84).

(iii) Under §1.368-3(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 ta~c credit with advance credit payments as follows:

Advance credit Payments (Jan. to July) $1.925 ($275 x 7)

Advance credit payments Aug. to Dec.) 3,375 ($675 x 5)

Total advance credit payments 5,300

Benchmark plan premium (Jan. to July) 3,033 (($5,200/12) • 7)

Benchmark plan premium (Aug. to DecJ 4,167 (($10,000/12) + 5)

Total benchmark plan premium 7,200

Contnbu[ion amount (tauable year household income x applicable percentage) 1,679 ($28,747 x .0584

Credit (total benchmark plan premium less contribution amount) 5,521

(rv) es aavance creai[ payments ror ~vi4 are yo,ovv. c s yienuu~u ~a,c ueuu ~~ .v:,,~~ ~. ~ ~~u~, ~ ~~ e~~....~~ .,~~ a..~~.~..~~a~ ..~~..~..., ...~..

Example 8. Part-yearcoverage 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 premium tax credit with advance credit payments as follows

Advance crediPpayments (March to July) - $1,375 ($275 x 5)

dvance credit payments (Aug. to Dec.) 3,375 ($675 x 5)

Toial advance credit payments 4,750

Benchmark plan premium (March to July) 2,167 (($5,200/12) • 5)

Benchmark plan premium (Aug. ro Dec.) 4;167 (($to,00o/12) • 5)

To[al benchmark plan premium 6,334

Contribution amount for 10 coverage months (taxable year household income x applicable percentage z 10112) 7,399 ($28,747 z ,0584 • 10/12)

Credit (total benchmark plan premium less contribution amount .4,935

(iii) E's advance cretlrt payments ror zu~a are yn, iou. es premmm cax creait is yv,aoo. i nus, c is miuwr~ an auumunm cwuu ~i .p i vv.

Example 9. Advance credit payments for months an issuer does not provide coverage. (i) Taxpayer F enrolls in a qualified health plan

for 2014 and theExchange approves advance credit payments. F pays the portion 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)(iv)(II) 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 paragraph (a)(1)(iii) of this section, F does not take into account advance credit payments 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

G's rating area approves advancecredit payments for G based on a family size of three, an annual benchmark plan premium of $12,000,

and projected 2D14 household income of $58,590 (300 percent of the Federal poverty line fora. 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 (household income

of $58,590 x .095)). G's actual household income for 2014 is $58,900.

(ii) K lives with H for more than half of 2014 and H claims K as a dependent for 2014: G and H agree to an allocation percentage, as

described in paragraph (a)(1)(ii)(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.

(iii) If H is eligible for a premium tax credit, H takes into account $2,600 of the premiums for the plan in which K was enrolled ($13,000

x .20) and $2,400 of Gs benchmark plan premium ($12,000 * .20). In addition, H is responsible for reconciling $1,287 ($6,434 * .20) of

htlps:!/www.ecfr.gov/cgi-bin/Text-idx?SID=t90218075bcb2b92ad969d6a8253D371&mc=true&node=se26.1.1 1366_64&rgn=div8 4/10
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the advance credit payments for K's coverage.'

(iv) G's family size for 2D14 includes only G and J and G's household income of $58,900 is 380 percent of the Federal poverty Iine for
a family of fivo (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 allocated to H ($2,400). Consequently, G'spremium tax credit is $4,004 (Gs
benchmark plan premium of $9,600 minus Gs :contribution amount of $5,596 ($58,900 x :095)), G has an excess advance payment of
$1,143 (tbe excess of the advance credit payments of $5,147 ($6,434 - $1,287 allocated to M) oveF the premium tax credit of $4,004).

Example T i. Allocation percentage, no agreement on allocation. (i) The facts are the same as in Example f0 of paragraph (a)(4) of

items to be allocatetl; and G is allocated the remainder of those items.

(ii) If H is eligible for a premium tax gredit; H takes into account $4;290 of the premiums for the plan in which K was enrolled ($13,000
x .33). H, ̀in wmputing H's benchmark plan premium, must include $3,960 of Gs benchmark plan premium ($12,000 x .33). in adtlition, H
is responsible for reconciling $2,123 ($6,434 x .33) of the advance credit payments for K's coverage.

(iii) Gs benchmadi plan premium for 2D14 is $8,040 {the benchmark premium for the plan covering G, J, and K ($12,000), minus the
amount allocated to H ($3 960). Consequently,, Gs premium tax credit is $2,444 (G's benchmark plan premium of $8,040 minus G's --

payments of $4 311{$6,434 -'$2;123 a~locatetl to H) over the premiumtac cretliYof$2,444).

Examp/e 72. A/locations for an emancipated child. Spouses L and PA enroll in a qualified health plan with their chOd, N. L and M attest
that they will claim N as a dependent and advance credit payments are made for the coverage of ail three fatuity members. However, N
files his own return and Gaims apersonal exemption deduction for himself for the taxable year.'Under paragraph (a)(1)(ii)(B)(1) of this'
section, Land M are enrolling taxpayers, N is a claiming taxpayer, and alI are subject to the allocation rules in paragraph (a)(1)(ii)(B) of
thissection.

from B's trade or business. B's household income ~
The Federal poverty line for a family the size of B's

(ii) Because 8 received the benefr[ of advance

amount of

not less than 200 percent B may I

a deduction under section 162(Q for specified premiums is $103;700.
).

~s not paid through advance credit payments, $6,000.($74,000 -
i is
znt is

~.~ pv ~va,+yy .v~,~w -.pa~,a~v vi rw pe~~ein of the reoeral poverty IIneJ, ine am0Uni5 i0/ t2Xp8yE(5 Wltli
household income of less than 300 percent or 400 percent,'respectively, of the Federalpoverty line for the'taxpayers family size,and ̀
determines that B may not use either of those limitation amounts. Because B does not meet the requirements of paragraph (a)(3)(iii) of
this section for any of the limitation amounts in section 366(~(2)(B), B is not eligible for the limitation on additional tax for excess advance
credit payments.

~IVI AILFIOUCII~ S IYIHV II~t CI21Ol 2 Illlll}aY100 AO AlIfI1T1l1OAI IAY {O~ FYf`ACC OA\IOf1CG C Alt nn~.mcnlc R m~v cfdl 6e el:..~~.~., a ...........:..«.

using the rules under section 366 and section'162(p, applying no limitation on adtl tional tax

Example 14. Taxpayer with advance credit payments allowed a section 162(1) deduction and a limitation on additions/fax. (i) The facts
are. the same as in Example J3 of paragraph (a)(4) of this section, except that B's household incrome without including a deduction under
section 162(1) for specified premiums is $78,802.

(ii) Because. B received the benefit of advance credit payments and tleducts premiums fora qualified health plan under section 162p),
B must determine whether B is allowed a limitation on additional tax under paragraph (a)(3)(iii).of this section. B first determineslhat B
does not meet the requirements of paragraph (a)(3)(m)(C) of this section. for using the $600 or:$1,SOO limitation amounts; the amounts for

wmcn fs 303 percent of the federal povertyline for B's family srze).

(iii) However, B meets the requirements ofparagraph (a)(3)(iuj(C) of this section using the $2 500 limitation amountfor taxpayers with
household income of Tess than 40¢.percent of the Federal. poverty hne for the taxpayer's family size. That is because B's household
income as a percentage of the FedeFal poverty line by taking a section 162{I) deduction equal to the lesser of $8,500 (the sum of the

hops:/Aw✓w.ecfr.gov/cgi-binlteal-~dx~SID=f90218075bcb2b92ad969d6a82530371&mc=Vue&node=5e26.1:t_136b_648rgn=div8 ' 5110
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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 6's family siie, and is less than the maximum amount for which

that limitation is available. Thus, B uses a limitation amount of $2,500 in computing B's additional tax on excess aduance credit payments.

(iv) B may determine the amount of the premium tax credit and the section 162(1) deduction using the rules under section 366 and

section 162(1), applying the $2,500 limitation amount determined above:

Example 15. Taxpayer with advance credit payments allowed a section 162(1) deduction and a limitation on additional tax limited to

earned income fromYrade orbusiness. (i) In 2017, C, C's spouse, and their two dependents enroll in the appBicable second lowest cost

silver plan with an annual premium of $14,000. Cs advance credit payments attributable to the premiums are $8,000. C is 
self-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(1) for specified premiums, is $39,100. The Federal poverty tine for a family the size of C's family is $24,600.

(ii) Because C received the benefit of advance credit payments and deducts premiums for a qualified health plan under section 162(1),

C 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 lire for the

taxpayer's family size. C determines household income as a percentage of the Federal poverty line by taking a section 162(1) deduction

equal to the lesser of $6,600 (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 earned 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 limitation amount under paragraph (a)(3)(iii) of this section that C uses in computing C's additional

tax on excess advance credit payments is $600.

(iii) C may determine the amount of the premium tax credit and the section 162(1) deduction using the rules under-section 366 and

section 162(1), applying the $600 limitation amount determined above.

(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 taxpayeYs contribution amount

(household income 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 yeas

(2) Taxpayers who marry during the taxable year—(i) In 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:.

(ii) Alternative computation of additional tax liabi/it~(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 (a)(1)(i) of this

section.

(B) Alternative premium assistance amounts for pre-marriage 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 assistance amounts for marriage months. 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 ottier at fMe 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 plan 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 enrolled in

the same plan as the taxpayer's former spouse or enrolled in 4he 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 i4ems in the same

proportion. If the taxpayers do not agree on an allocation that is reported to the IRS in accordance with the relevant forms and

instructions, 50 percent of: The benchmark plan premiums; the enrollment 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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ta~cpayers, then the: benchmark plan premiums, the enrollment premiums, and the advance credit payments for that period are
allocated entirely to that tazpayec

(4) Taxpayers filing returns as married filing separately orhead ofhousehold—(i) A//ocaUon ofadvance credit payments.
Except as provided in §1.366-2(b)(2)(ii), the premium#ax credit is allowed to :married (within the meaning of section 7703)
taxpayers only if they. file joint returns. See §1.366-2(ti)(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 #or coverage under a qualified heaRh
plan equally to each taxpayer fog any period the plan covers and in which advance cretlit payments are matle for both
taxpayers, only one of the taxpayers and one or more tlependents of the other ta~cpaye~, or one or more dependents of both,

o~~~y o~~c o~ one ~a~cpayers ana one or more aepenaents or mat same taxpayer, or only one or more dependents of one of the
taxpayers, the advance credit payments for that period are allocated entirely to that taupayec if one or both of the taxpayers is
an applicable taxpayer eligible for a premium tax cretliYfor the taxable year, the premium tax credit is computed by allocating
the enrollment premiums under paragraph (b)(4)(ii) of this section:?he repayment limitation described in paragraph (a)(3) of
this section applies to each taxpayer based on the household income and family size reported on that taxpayer's return. This
paragraph (b)(4) also applies to taxpayers who receive advance credit payments as married tvcpayers and file a tax return
using the head of household filing status. `-

(ii) Allocation of premiums. If taxpayers who are marcied within the meaning of section 7703, without regard to section
7703(b), do not file a joint return, 50 percent of the enrollment premiums are aibcated to each taxpayer However, aIi of the
enrollment premiums are allocated to only one of the ta~cpayers 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
of that taxpayer.

{5) Examples. The following examples illustrate the provisions of this paragraph (b). In each example the taxpayer enrolls
in a higher cost qualified health. plan than the applicable benchmark plarr

EXBRIDIE ~. T2X08VB(S /JI2fN fill(%li(1 /I]P. rAYAII/P VPRY nana~a/ nAu inr rmm~ufidn nA.fdrn..~/ f~.. I4l D i~ .;'..~....t.. + .....::.:.......a .s

r w•~• ~r ~ ~ ~~ - ~ r •r ~~~ ~~. arr~~~~r~ N=~K~~~=yam ~.~~. ~ <~uuns m a yuanneonea~cn plan. ~ ne premmm ror the app~icable
benchmark plan is $5,200 P's monthly advance credit payment is $117, computed as follows: $5,200 benchmark plan,premium minus
contribution amount of $3,800 ($40,000 x .095) equals $1,400 (total advance credit payment);,$1,400/12 = $11Z

(ii) Q is a single taxpayer with iwo dependents. In 2013 the Exchange for the rating area where Q resides detArmines that Q's 2014
`household income will tie $35,000 (183 percent of fhe Federal poverty Ime, applicable percentage 5.52). Q enrolls in a qualified healtfi
plan. The premium for4he applicable benchmark plan is $10,000. Q's monthly advance cretlit payment is $672, computed as follows;
$10,000 benchmark plan premium minus contribution amount of $1,932 ($35,000 x ;0552) equals $8,068 (total advance'credit), $8,068/12,._ $672.

(iii) P and Q marry on July 17, 2014 and en~oil in a single policy far a qualified health plan covering four family members, effective
August 1, 2094. The premwm for the applicab~ebenchmark plan is $14,000. Based on household income of$75.000 and a famiN size of

_." "" ....._.. ~ _.. ~. ....... ......... .... .....~..~~ ..~ ...,~~. ..~ w. ~ ~~... ~Wi.,rNv~+ ̂  .va.~~ cyuma ~➢o~oia
{total advance credit); $6,875/12 = $573.

(iu) P and 4 file a joint re;urn for 2014 and report $75,000 in household income and a famiiysize of fouC P and Q compute their credit
at reconciliation under paragraph (b)(1) of this section. They use the premiums for the applicable: benchmark plans that apply for the.`.'..
:months marred and the months notmarried, and their contribution amount is based on fheir Federal poverty line percentage at the end of.
the taxableyear. P and Q reconcile their premium tax credit with advance credd payments as follows

Advance pa" merits for P (Jan. to July).. $B~y
Advance pa merits tor.Q.(Jan. to Jul - 4 ~~y
tivance a merits for P and Q (Aug. to Dec.) ' 2,865

Totaj ativanee payments 8368
Benchmark play premium #or P Jan: io July 3,033
Benchmark's lan remium tor:¢ (Jan. to July 3 833
Benchmark"Ian premium for P and Q {Aug. to Dec.) 5;833

Total benchmark plan premium ..14;699
Contribution amount (taxable ear household income x a 6cable percen4age) ̀  ~ 1P5

Cretlit (total benchmark Ian premium less contribution amount) .'.7,574
ddidonal tau;: 814

~•/ r a aua.r u a inn navuuy rvi tv w ~5 a iu CaseU oy y8lg UlIOCI".P7f29f8Pf1 (3),"I) OT If1IS SBCtlOf1. -

Examp/e 2. Taxpayers marry during the faxabie year, altematwe computation of additionatlax. (i) The facts are the same as in
Example 1, except that P and Q compute their additional t2xJiability 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..

(ii) P antl Q compute the alternative marriage-year credit as follows:

httpsilw~waecfr.govlcgi-biNteict-idx?SID=f90218075bcb2b92ad969d6a825303718mc=true&node=se26.1.t_136b_64&rgn=div8 '7/ip
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Aftemative premium assistance amounts for pre-maniage months:
Benchmark plan premium for P (Jan: 10 July $3,033 (($5200/12) x 7)

Contribution amount (%z taxable year household income x applicable percentage) x 7112) 2,078 ($37,500 x ,095 x 7/gyp)

PJtemative remium assistance amount for P's pre-marriage months 955 ($3,033-$2,08)

Benchmark plan premium for Q (Jan. to July) 5,833 (($10,000!72) x 7)

Contribution amount ('/z taxable year household income •applicable percentage x 7/~p~ 1,339 ($37,500 x .0612 x 7/12)

.Ntemative premium assistance amount for Q's pre-marria e months 4,494 ($5,833-$7,339)

Premium assistance amount for marriage months.
Benchmark plan premium fore and Q (Aug. to Dec.) 5, (($14,000/72 x 5)

Contribution amount (taxable year household income xapplicable percentage x 5/12) 2,969 ($75,000 x ,D95 x SN2)

Premium assistance amount for martiage months 2.864 ($5,833-$2,969)

Hiternanve marriage-year creoi[ sum or premwm assistance amounts rorpra-marriage monms ano marriage moncns~: aaoo * m4,4av

$2,864 _ $8.313.

(iii) P and Q reconcile their premium tax credit with advance credit payments by deterrnining the excess of their advance credit

payments ($8,388) over their alternative marriage-year credit ($8,313). P and Q must increase their tax liability by $75 under paragraph

(a)(1) oflhis section.

Example 3. Taxpayers marry during the taxable year, a/temative computation of additional tax, a/temative marriage-year tax credit

exceeds advance credit payments. The facts are the same as in E~camp/e 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.

F~rample 4. Taxpayers marry during the taxable year, alternative computation of additional to t. (i) Taxpayer R -is single 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 payment is $117, computed as follows: $5,2D0 benchmark plan premium minus

contribution amount of $3,800 ($40,000 • .095) _ $1,400 (total advance credit); $1,400/12 = $117.

(ii) Taxpayer S is single with no dependents. In 2013, the Exchange for the rating area where S 7esides determines that 5's 2014

household income will be $20,000 (179 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. S's monthly advance credit payment is $345, computed as follows:

$5,200 benchmark plan premium minus contribution amount of $1,066 ($20,000 x .0533) _ $4,134 (total advance credit); $4,134/12 = -

$345.

(iii) R and S marry in September 2014 and enroll in a single policy fora qualified fiealth plan covering them both, beginningActober 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 {397

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 .095) _ $4,300; $4,300/12 = $358. R's and S's

advance credit payments for 2D14 are $5,232; computed as follows:

Advance payments for R Jan. to Sept.) $1,053 $117 z g)

Advance payments for S Jan. to Sept.) 3,105 ($345 + 9)

Advance payments forR and S (Oct. to Dec,) 1,074 ($356 • 3)

Total advance ayments 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 percerrt of ttie FPL for a

family of 2). Thus, under §1.366-2(b)(2), R and 5 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'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 forthe married months because their household income is over 400 percent of the Fe
deral

poverty line for a family of 2

(v) R and S compute their alternative marriage-year credit as follows:

Premium assistance amount for pre-marriage months
Benchmark plan premium fo(R (Jan. to Sept.) $3,900 ($5,200/12) • 9J

Contribution amount (( ~/z taxable year household income x applicable percentage) x 9/72) 2,053 ($31,000 x ,og83 x g/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 (($5,200/12 x 9)

Contribution amount (( Yi taxable year household income x applicable percentage) x gry2~ p,053 ($31,000 x .0883 x 9/12)

Premium assistance amount for S's pre-marciage months 1,847 ($3,900-$2,053)

Premium assistance amount for marriage months 0

Alternative marriage-year credit (sum of premium assistance amounts for pre-marriage montns and marriage monms): y~,uni 
+ ~,~ar + u

$3.694.

(vi) R and S reconcile their premium tax credit with advance credit payments by determining the excess of their advance credit

payments ($5,232)over their alternative marriage-year credit ($3,694). R and S must increase their tax liability by$1,538 under pa
ragraph

(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 t
hat

S has no income and is enrolled in Medicaid for January through September 2014 and R's and 5's household income for 2014 is $
37,000

hops://v✓~wd.ecfr.gov/cgi-biniteut-idz?SID=f90218075bcb2b92ad969d6a82530371&mc=true&node=5e26.1.1_'136b_64&rgn=div8 8/10
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{245 percent of the Fetleral povertyJine, applicable percentage 7.88): Their advance credit payments for 2014 are $2,707 ($1,053 for R for
January to :September and $1,654 for R and S for October to December). Their premium tax credit for 2014 is $3,484 (total benchmark
premium. of $6,400Jess contribution amount of $2,916).

(ii) Because R's and S's premium tax credit of $3,484 exceeds their advance credit payments of $2,707, 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 computation of adtlftional tax for
taxpayers who marry dunng the taxable year) does not apply because they do not owe additional tax for 2014.

Example B. Taxpayers divorce during the taxable year, 50 percent allocation; (i) jaxpayers V and W are married and have two

computed: as follows: $94,100 be~chmaric plan premium minus V and Ws conVibution amount of $7,220.($76,000. x _095) equals,$6,880
(total advance credit); $6 880/12 =:$573.

{ii) V and W divorce on June 17, 2014; and obtain separate qualified health plans beginning July 1, 2014. V enrolls based on
household inwme of $60,000 antl a family size of three'(314 percent of the FedeFal poverty hne; applicable percentage 9.5). The premium
for the applicable benchmark plan is $10,000. The Exchange approves advance credit payments of $358 per month, computetl`as follows:
$10,D00 benchmark plan premium minus V's contribution amount of $5,700 ($60,000 • .095) equals $4,300 (total advance credit);
$4,300M2;= $358.

(iii) W enrolls based on household income of $16,420 and a family size of one (147 percent of the Federal poverty line, applicable'
percentage, 3.82). The premium for the applicable benchmark plan is $5,200. The.Exchange approves advance credit payments of $381

the premiums for the plan in which they enroll, and the advance credit payments for the periotl they were married in the taxable year

(iv) V and W each compute their credit at reconciliation under paragraph.@)(1)pf this section, using the'premiums'forthe applicable
benchmark plans that apply to them for the months married and the months not married, and the contribution amount based on their
Federal poverty line percentages at the end of the taxable year. UndOr paragraph {bj{3) of this section, because V and W do not agree on
an allocation, V and W must equally. allocate the benchmark plan premium ($7,050) and the advance credft payments ($3,438) for the s~c-
month period January through June 2014 when they are married and enrolled in the same qualified healthplan. Thus, V and W each are
allocated $3,525 of the benchmark plan premium ($7,050l2j and $1,719 of the advance credit payments ($3;438/2) for January through
June.

(v) V reports on his 2014 tax return $60;000 in household income and family size of three. W reports on her 2014 tax return $16,420
in household income antl family size of one. V and W reconcile their premium tax credit with advance credit payments as follows:

located advance payments (Jan. to June) _.gt,719 $1,779
Wal ativance Payments (JuIY to Dec.j `. 2,148 -' 2.288

Total adva~cepayments -- - -- - ~ - -' 3,867 --0,005
located benchmark plan Femium (Jan. to June) 3,525 3,525

Actuel bencM1mark tan premwm (Jury toDecJ ` 5,000 " 2;600
"Total benchmark laypremium '" 8,525 'C6, 125

Contribution amount (tazableyear household mcomexa plicablepercentage)., 5700 627
Credit (total benchmark plan premium less contribution amount 2,825 -:5,498

Atlditionai cretlit 1,493
Atlditional;az. - 1;042
(VI) Uf100~ P2l89~2pf1 (8/(l) Oi il115 S8CL10li, Oft i~81f t8X f@IDlgS V'S t2X 118DIIItY IS If1Cf82SBtl Dy ~1,U4L-BOd W IS eIlOW2tl $9,48;1 eS 2tltlit101121
Credit

Examp/e 7. Ta~cpayers divorce during the taxable year, allocation rn propoRion to household +ncome. (i) The factsare 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) fof
January through June 2014 in proportion to their household incomes (79 percent and 21 percent). Thus, V is allocated $5,50 of the
benchmark plan premiums ($7,050 • .79) and $2,716 of the advance credit payments ($3,438 x .7g), and W is allocated $1,481 of the
benchmark plan premiums.($7,050 x 21) and $722 of the 8dvance credit payments ($3,438 x .21)., V and W reconcile their premium tax
credit with advancecredit oavments as follows:

V
located ativance pa meets (Jan. to June $2,716 $722
ual advance eymenis (July to Dea .2,148. 2,286

Total advance payments 4,864 3,008
Allocated benchmark plan premium (Jan. to June) 5,570 1,481
Actual Uenchmark lan premium (July to Dec.) 5,000 2,600

Total benchmark lan remium 10,570 4,081
Contribution amount (taxable year household income x applicableperce~tage) 5,700 . 627

4redit (total. benchmark planpremium less contribution amount) - 4,870 3,454
Atlditional credR 6 446
(IQ UOtlBf p2f8gt8ph (2)(1) Ot this S@CtlOf1, 00 th01f t8X fOtUff1S V IS 8110W2d 8f1 2tltliti0086 Ci'Bdit Of $6 0l1tl W IS BIIOWBtl 811 adtlit101181 CfCdit
of $446.

Example 8. Married taxpayers 57ing 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,OD0 (330 percent of the
Federal poverty line for a family of 4, applicable percentage 9.5). W and Y enroll in a qualified health plan for 2014. The premium for the

ps:/Amay.ecfcgovlcgi-biniteM-idx?SID=f90218075bcti2692ad969d6a82530371&mc=true&node=se26.1:t_t 36b_648rgn=div8 "'9/70
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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 x .095) equals $6',880 (total advance credit); $6,880/12 = $573.

(ii) X and Y file income tax returns for 2014 using a married filing separately filing 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).

(iii) because X and Y are married but do hot file a joint return for 2014, X and Y are not applicable taxpayers and are not allowed a

premium tax credit for 2014. See §1.366-2(b)(2). Under paragraph (b)(4) of this section, half of the advance credit payments ($6,880/2 =

$3,440) is allocated to X and half is allocated to Y for purposes of determining their excess advance payments. The repayment limitation

described in pacagreph (a)(3) of this section applies to X and Y based on the household income and family size reported on each return.

Consequently, X's tax liability for 2014 is increased by $2,500 and Y's tax liability for 2014 is increased by $600.

Example 9: (i) The facts are the same as in €xample 8 of paragraph (b)(5) of this section, except that X and Y live apart forbve~ 6

months 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 family size X reports on the return. Y is not an applicable taxpayer and is not eligible to claim the premium

tax credit.

(iij X must reconcile the amount of credit 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) i5 allocated to Xand 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 limited to

$600 under paragraph (a)(3) of this section.

Example 10. (i) A is married to B at the cibse of 2014 and they have no dependents. A and 8 are enrolled in a qualified health plan for

2014 with an annual premium of $10,000 and advance credit payments of $6,500. A is not eligible for minimum essential coverage (other

than coverage described in section 5000A(~(1)(C)) for-any month in 2014. A is a victim of domestic abuse as described in §1.366-2(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 relevant instructions, that she is living apart from B and is unable to file a joint return because of

domestic abuse. Thus, under §1.368-2(b)(2)(ii), A satisfies the joint return filing requirement in section 36B(c)(1)(C) for 2014.

(ii) 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)(iii), (a)(4), Examples 4, 10, 71, 12, 13, 14, and 15, (b)(3), (b)(4), and (b)

(5), Examples 9 and 10 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]

NPPA .tC<INJ1lIfP7
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Title 26 —. Chapter I —, Subchapter A -. Part 1 —, §1.5000a-2

Title 26: Internal Revenue
PART 1-INCOME TAXES (CONTINUED)

§1.S000A-2 Minimum essential coverage.

(a) /n general Minimum essential coverage means coverage under agovernment-spoosoted program {described in
paragraph (b) of this section), an eligible employerysponsored plan (described in paragraph. (c) of this section), aplan in the
individual market (described inparagraph {tl) of this section), a grandfatheretl health plan {describetl in paragraph (e) of this
section), or other health. benefits coverage {described in paragraph (fl of this section). Minimum essential coverage does not
inGude coverage described in paragraph (g) of this section. All terms defined: in this section apply for purposes of this section
and §1.5000A-1 and §§1.5000A-3 through 1.5000A-5.

(b) Govemmentsponsored program-(1) M general Except as provided in paragraph (2), government-sponsored program
means any of the following:

(i) Medicare. The Medicare program under part A of Tide XVIII of the Social Security Act (42 U.S.C. 1395c and followipg
sections);

(ii) Medicaid. The Medicaid program under Title XIX of the Social Security Act (42 U.S.C. 1396 and following sections);

(iii) Children's Health Insurance Program, The Children's Heakh Insurance Program (CHIP) under Title XXI of the Social
Security Act {42 U.S.C. 1397aa and following sections);

(iv) TR/CARE. Medical coverage under chapter 55 of Title 10, U.S.Q, including coverage under the TRICARE program;

(v) Veterans programs. The following health care programs under chaplet 17 or 18 bf Title 38, V.S.C.:

(A) The medical benefits package authorized for eligible veterans under 38 U.S.C. 1710 and 38 U.S.C. 1705;

(B) The Civilian Health and Medical Program of the Department of Veterans Affairs (CHAMPVA) authorized under 38
U.S.C. 1781; and

(C) The comprehensive health care progrem authorized under 38 U.S.G'1803 antl 38 U.S.C.1821 for certain children of
Vietnam Veterans and Veterans of covered service in Korea who are suffering from spina bifida.

(vi) Peace Corp program. A health plan' under section 2504(e) bf Title 22,'U.S.C. (relating to Peace Corps volunteers); and

{vii) Nonappropnated Fund Health Benefits Program. The Nonappropriated Fund Health Benefits Progrem of the
Department of Defense, established under section 349. of the National Defense Authorization Act for Fiscal Year 1995 (Pub. L.
103-337; 10 U.S.C.1587 note).

(2) Certain health care coverage not minimum essential coverage under a government-sponsored program. Govemment-
sponsoredprogram does not mean any of the following:

(i) Optional coverage of family planning services under section 1902(a)(10)(A)(ii)(XXI) of the Social Security Act (42 U.S.C.
1396a(a)(~ ~)(A)~~~)(~~));

(ii) Optional coverage of tuberculosis-related services under section 1902(a){10)(A)(ii)(XII) of the Social Security Act (42
U.S.C. 1396a~a)~~ ~)~A)~ii)(XII))~

(iii) Coverage of pregnancy-related services under section 1902(a)(10)(A)(i)(I~ and (a)(10)(A)(ii)(IX) of the Social Security
Act (42 U.S.C. 1396a(a)~~0)(A)(~)~M. (a)~~~)(A)(~~)OX));

(iv) Coverage limited to treatment of emergency medical condftions in accordance with 8 U.S.C. 1611(b)(1)(A), as
authorized by section 1903(v) of the Social Security Act (42 U.S.C. 1396b(v));

https://www.ecfcgov/cgi-biNteM-idz?SID=27e1c075f559a387c805d52cebcOf74b8~ode=se26.t3.t 15000a 62&rgrwdiv8 - y/p
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(v) Coverage for medically needy 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,

(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) oftiUe 10, U.S.C.; that is solely 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.S.C., for an injury, illness, or disease incurred or aggravate
d

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) Agovernmental plan (within the meaning of section 2791(d)(8) of the Public Health Service Act (42 U.S.C. 300gg-91
 (d)

($)))~

(B) Any other plan 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 section) offered in a group marke
t; or

(ii) Aself-insured group health plan under which coverage is offered by, or on behalf of, an employer to the employee.

(2) Government-sponsored program generally not an eligible employer-sponsored plan. Except for the program i
dentified in

paragraph (b)(1)(vii) of this section, a government-sponsored program described in paragraph (b) of this section is 
not an

eligible employersponsored plan.

(d) Plan in the individual market—(1) In general. Plan in the individual market means health insurance coverage offered 
to

individuals in the individual market within a state, other than short-term limited duration insurance within the m
eaning of section

2791(b)(5) of the Public Health Service Act (42 U.S.C. 300gg-91(b)(5)).

(2) Qualified health plan offered by an Exchange. A qualified health plan ofrered by an Exchange is a plan in the individu
al

market. If a territory of the United States elects to establish an Exchange under section 1323(a)(1) and (b) of the Affor
dable

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) Grandlathered health plan. Grandfathered health plan means any group heakh plan or group healtfi insurance 
coverage

to which section 1251 of the Affordable Care Act (42 U.S.C. 18011) applies.

(~ Other coverage that qualifies as minimum essential coverage. Minimum essential coverage includes any plan or

arrangement recognized by the Secretary of Health and Human Services, in coordination with the Secretary of the Treas
ury, as

minimum essential coverage.

(g) Excepted benefits not minimum essential coverage. Minimum essential coverage does not include any co
verage that

consists solely of excepted benefits described in section 2791(c)(1), (c)(2), (c)(3), or (c)(4) of the Public Health Service A
ct (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]

Need assistance?

https:l/www.ecfr.govlcgi-bin/texl-idx?SID=27e1c075f559a387c805d52cebcOf74b&node=se26.t3.t_15000a_62&rgn=div8. 
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Title 26 -. Chapter I -, Subchapter A ~ Part 1 —. §1.7703-1

Title 26: Internal Revenue
PART 1—INCOME TAXES {CONTINUED)

§1.7703.1 Daterminadon of,madtel status.

/Al r(3M~rA/ m/4 :Thu dn4ntminofinn of whul6ur nn inAiviNuel ie mnreinr! ~6n1i M ...e.ie ems. ..t f6e ..I...... ..i 3.:.. a......1.1.. .......

may be illustrated by She following wsemples:

E~camnle i. Tamaver A and his wffe 8 hoM make theGmtume rn a i~landar vwwr hs,ale In .lulu 1 Q5d Nwv nnbr in4n n mnorWinn

as marrietl to A (although permanently separated by agreement) on the last day of 1954.

Example 2. Ta~cpayer A makes h(s returns on the bash of a fiscal year ending June 30. His wife 6 makes her returns on the calendar
year basis.'A died in October 1954. Jn such case, since A and B were married as of the date of death, B may not elect the standard
deduction for the calentlar year 1954 ff the Income of A for tt~e short taxable year ending wRh the date of his tleath is det~minetl wiU~out
regard to the standard deductlon.

{b) Cattalo married individuals living apart. (1) For purposes of Part IV of Subchapter B of Chapter 1 of the Code, an
indNidual is not considered as married fortaxable years beginningaiter December 31, 1969, if (i) such individual is marled
{within the meaning of paragraph. (a) of this section) but files a separate realm; (ii) such individual maintains as his home a
household which constitutes for more than one-half of the taxable year the prindpai piece of abode of a dependent (a) 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, (iii)

............ ......~v..w .....~..~~o~~... .~m..w~a ruun~aanm~y aa~~~.~~wacnvivau~my

taxable year such individual's spouse is not a member of such household.

(2) For purposes of subparagraph {1){ii)(a} of this paragraph, a legally adopted
(described in paregraph (c)(2) of §1.152-2} who is a member of an individual's hou.
authorizedplacement agency (as defin~J igparagraph (c)(2) of
(described. in paragraph {c)(4) of §1.152-2) of an individual if sui
Code and paragraph {b) of §1.152-1 with rasped to such individ
blood.

{8) For purposes of subparagreph (1)(ii) of this paragraph, i
individual for his taxable year. However, a physical change in thi
qualifying forthe treatment provided in subparagraph (1) of this
household without being its occupgnt. The individual and the de
must occupy the household for more than one-half of the taxable
is born or dies within3he taxable year will not prevent an individi

-::......, ....,.~,.~,~....y ~. ~..

son or daughter of an individual, a child.
ahold if placed with such indNiduai byan
doption by such Individual, or a foster child
requirements of sechon 152(a)(9) of the

iai, shall be Vested as a son or daughter of sudi individual by

ie household must actually constitute the home of the
IocaUon of such home will not prevent an individual from
iaragreph: !t is not sufficient that the individual maintain the
pendent described in subparegreph (1){ii)(a) pf,this paragraph

nrna
er. The

due to speaal circumstances. A nonpermanent failure to occupy the common. abode by reason of illness, education, business,
vacation, military service, or a custody agreement under which a child or stepchild is absent for less than 6 montl~s in the
taxable year of the taxpayer, shall be considered a temporary absence due to special circumstances. Such absence will not
prevent an intlividual from qualKyiog for the treatment provided in subparagraph (1) of this paragraph if (i) h is reasonable to
assume that such individual or the dependent will return to the household and {ii) such individual continues to maintain such -
household or a substantially equivalent household in an$cipation of such return.

(4) An individual shay be considered as maintaining a household only if he pays more than one-half of the cost #hereoYfor
his taxable yeas The cost ofmaintaining a household shall be the eupenses incurred for the mutual benefit of the occupants.
thereof 6y reason of its operetion as the principal place of abode of such occupants for. such taxable yeas The cost of
maintaining a household shall not indude expenses othervuise inaiirred. The expenses of maintaining a househWd indude

hGps:/lwww.ecG.gw/cgi-biNtezt-Wu?SID=5368fd388d9c94be556777f886a78491&me~rue&node--se26.75.1_17703 6'I&r}p~=d"rv8 ':1Y2
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properly faces, mortgage interest, reM, utility charges, upkeep and repairs, property insurance, and foci consumed on the

premises: Such expenses do not indude the cost of clothing, education, medical treatment, vacations, life insurance, and

transportation. In atldition, the Est of maintaining a household shall not include any amount which represents the value of

services rendered in ttre household by the taxpayer or by a dependent described in subparegraph (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 household during

a ta~cable 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 to special

circumstances. A nonpermanent failure to occupy such household as his abode by reason of illness, 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:

F~rample. Taxpayer A, married to B at the dose of the calendar year 1971, his taxable yeas, is living apart ftom B,. but A is not legally
separated from 8 under a decree of dNorce or separate maintenance. A maintains a household as hls home which is for 7 months of 1971
the. principal place of abode of C, his son, witli respect to whom A is entitled to a deduction under section 151. A pays for more than one-
halfthe cost of maintaining thathousehold. At no time during 1971 was B a member of the houseFroid axupied by A and C. A files a
separate return for 1971. Under these circumstances, A is considered as not married under section 143@}for purposes of the standard
deduction. Even though A Is martied and files a separate return A may daim for 1971 as his standard deduction the larger of the low
income allowance up to a maximum of $1,050 co~fsdngbf tioth the basic allowance and additional allowance (rather than the basic
allowance only subject to the $500 limitation applicable to a separete return of a married indiWdual) or the percentage standard deducflon
subject to the $1,500 limitation (rather than the $7501imitation applicable to a separete return of a marred 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.

[f.D. 7123,.36 FR 11086, June 9, 1971. Redesignated by T.D. 87t2, 62 FR 2283, Jan. 16, 1997)

Neetl assistance?

https:/lw~w+.ecirgov/cgl-0iNteMadu?Si~5368(d388d9c94ba558777f896a784918mc=true&node=se28.15.'1_17703_61&rgnaliv8 ?JZ
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1984.102 29 CFR Ch. XViI {7-i-14 EdHion)

(d) Compd¢inant means the employee ployed to performfor such pnblic agen-
who filed an FLSA section 18C com- cy;
plaintor on whose behalf a complaint (ii) Any employee. of a public agency
was filed. which is a 6tate, political subdivision
(e)tl). Employee means any individual of a State, or an 'interstate govern-

.employed. by an employer. In the case ' mental'agency that volunteers to per- -
of an individual employed. by. a. public form services .for any other State, "po-
agency,.the term emplo9ee means any litical subdivision, ̀or interstate gow

individual... employed.. by the. Govern- 'ernmental agency, .including a ̀State.
ment of the United..States: Asa civil- Political subdivision or agene9 ~th~
ian in the military departments. (as..de- Which .the .employing ̀ Stata, political

fined in 5.U.S.C. 102),in any executive subdivision,:or agencyhasamutual aid

agency.(as definedin 5 U.S,C.105), in agreement;or '-,.

any unit of the.~udicial .branch of the (iii) Ansindividual who volunteers

- C+overnment which has positions in thetheir :services solely for. humanitarian

.:competitive service, in a non- Purposes to .private non-profit:food

appropriated fund inatrumental3ty banks and who receive .:groceries from

under the jurisdiction of the Armed the food banks. = ".

- Forces, inthe Library of Congress, oT `B) The term employee includes

in the Government Printing.Office. Theformer employees and applicants. for

term employee also-means any indi- employment, ,

vidual employed by, the United .States (f? Employer. includes any person:.pct-

Postal Service or <:the Postal ;Rego- <ing directly. or indirectly in the :inter-

iator9 Commission; and any individual 
eat of an employer in ielation to..an.

. ̀ employedby a State, politicaLsubdivi- emplo9ee and includes apubhc agency,

- Sion of a (State, or an interstate gov- 
but does not include any labor organi-

ernmental agency, :other than.an indi- 
nation {other than when acting as. an

- vidual who is not sub)ect to Lhe civil 
emplo9er) or.,,anyone acting in theca-

---- ---service laws of the-State, political sub- 
pacity of officer or agent of such labor

division, or agency which employs him; 
organization.

and who .Holds a public elective`.office <g~ OSHA means the Occupational

of that State, political subdivision, or 
Safety and health Administration of

agency, is. selected by the holder of 
.the United' States Department of

such an office to be a member :of his 
labor. ;.

personal staff, is appointed b9 such an 
<h) Person means an individual, part-

officeholder to serve on a policymaking 
nership, association, corporation, bust-

1eve1, is an immediate adviser to such 
ness trust, legal representative, or .any

an officeholder with respect to the con- 
°~anized group of persons.

st~tutional::or legalpowers of hisoffice, ~i~ Respondent means the employer

nor is an employee <in the: legislative 
named in the complaint who fe alleged

branch or.: legislative body of that 
tohave violated the Act..

State, :political subdivision, oragency ~~> Secretary means the Secretary of

and is not emplo9ed by the :legislative 
Labor or person to whom authority
under the Affordable Care Act has been

libraryof such State, politicaP subdivi- .delegated.:
sion, or agency. ' (k) Any future statutory amend-

- (2) The..term employee does not in- ments that. affect the definition of a
elude: term or terms listed in this section will
(i) Any individual whovolunteers to apply in lieu of the definitionstated

perform aerviees for a public ̀.agencyherein.
which is a State; a political subdivision

iof a State; or an interstate govern- X1984.102 Obligations and prohibited
mental :agency, if Sthe individual re- seta.

ceives no compensation or ispaid ex- ':(a).No employer maydischarge or
penses;-reasonable benefits, or a nomi- otherwise retaliate against, including,
'nal fee ̀ to. perform 'the services fOr 'but notlimited to, ̀  intimidating,
'which the3ndividual volunteered—and threatening,`' restraining, coercing,
'such services are not the sametype of blackiistvig or disciplining, any em-
services which tthe Yndividual ie em- ployee vrith respect to the emplo9ee's
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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 (b)(1) through (5) of this
section.
(b) 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

36B of the Internal Revenue Coda of
1986, 26 U.S.C. 36B, or a subsidy under
section 1402 of the Affordable Care Act,
42 U.S.C. 18071;
(2) Provided, caused to be provided,

or is about to provide or cause to be
provided to the employer, the Federal
Government, or the attorney general of
a State information relating tp any
violation of, or any act or omission the
employee reasonably believes to be a
violation of, any provision of title I of
theAffordable Care Act (or an amend-
ment made by title I of the Affordable
Care Act);
(3) Testifiedor~is about 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
(5) Objected to, or reflxsed to partici-

pate in, any activity, policy, practice,
or assigned task that the employee (or
other such person) reasonably believed
to be in violation of any provision of
title I of the Affordable Care Act (or
amendment), or any order, rule, regula-
tion, standard, or ban undertitle I of
the Affordable Care Act (or amend-
ment).

§ 1954.103 Filing of retaliation com-
plaint.

(a) Who may Ji2e. An employee who
believes that he or she hae been retali-
ated against in violation of section 18C
of the FLSA may file, or have filed by
any person on tha 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 eomplainte will be reduced to
writing by OSHA. If the complainant is
unable to file the complaint in English,

§1984.104

OSHA will accept the complaint in any
language. .
(e) Place of Tiding. Th'e complaint

should be filed with the OSfiA office re-
sponsible for enforcement activities in
the geographical area where the em-
ployee reaides or was employed, but
may be filed with any OSHA officer or
emplo9ee. Addresses and telephone
numbers for these officials are set forth
in local directories and at the fol-
lowing. Internet address: http://
www.osha.gay.
(d) Time for Ji.ling. Within 180 days

after an alleged violation of section 18C
of the FLSA occurs, any employee who
believes 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-
ranGed by applicable case law.

$1984104 Investigation...

(a) Uponreceipt of a complaint in the
investigating office, the Assistant Sec-
retary will notify the respondent of the
fYling of the complaint, of the ailega-
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 Act of 1974,
5 U.S.C. 552a, and other applicable con-
fidentiality laws. The Assistant 5ec-
retary will also notify the respondent
of its rights under paragraphs (b) and
(f~ of this section 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 administrar
tion of the general provisions of the Af-
fordable Care Act under which the
complaint is filed: Either the Internal
Revenue Service of the United States
Department of the Treasury (IRS), the
United States Department of Health
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Title 42 -+Chapter IV -, Subchapter C -~ Part 435 -. Subpart E -. §435.403

Title A2: Public Health
PART 435-ELIGIBILITY 1N THE STATES, DISTRICTAF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND
AMERICAN SAMOA
SubpaA E-General Eligibility Requirements.

§435.403.. State residence.

(a) Requirement The .agency must provide Medicaid to eligible residents of the State, including residents who are absent
from the State. The conditions under which payment for services is provided to out-of-State residents are set forth in §431.52 of
this chapter.

{b) Definition. For purposes of this section-MstituGon has the same meaning as institution and Medical institution, as
defined in §435.1010. For purposes of State;piacement, the term also includes iostercare homes, licensed as set forth in 45
CFR 1335.20, and providing food, shelter and supportive services to one or more persons unrelatetl to the proprietor

(c) Incapability of indicating intent. For purposes of this section, an individual is considered incapable of indicating intent if
the individual-

(1)Has an I.Q. of 49 or less or has a mental. age of 7 or less, based on tests acceptable to the Intellectual Disability agency
in the State:

(2) Is judged legally incompetent; or

(3) Is found incapable of indicating intent based on medical documentation obtainetl from a physician, psychologist, or'
other person licensed;by the State in the field of intellectual disability.

(d) Who is a State resident A resident of a State is any individual who:...._

(1) Meets the cond'Rions in paragraphs:{e} through (i) of this section; or `

(2) Meets the criteria specified in an interstate agreement under paragraph (k) ofthissection.

(e) P/acement by a State in an out-o%'State insGtutiorr-(1) Genera/ rule, Any agency of the State, including an entity
.recognized under State law as being under contract with the Statefior such puiposes, that arranges for an individual to tie
placed in an institution located in another State, is Fecognized as acting on behalf of the State in making a placement. The State
arcanging or actually making the placement is considered as the individual's State of residence.

{2) Any action beyond provitling information to the individual and the individual's family would constitute arzanging or
making a State placement. However, the following actions. do not constitute State. placement:

{i) Providing basic information to individuals about another State's Medicaid program, and information about the availability
of health care services and facilities in another State.

(ii) Assisting an individual in locating an institution in another State, provided the individual is capable of indicating intent
and independently decides to move.

{3) When a competent individual leaves the facility in which the individual is placed by a State, that individual's State of
eesidence for Medicaid purposes is the State where the individual'is physically located.

{4) Where a placement is initiated by a State because the State Jacks a sufficient number of appropriate facilities to provide
services to its residents, the State making the placement is the'individuai's State of residence for Medicaid purposes.

(~ Individuals receiving a State supplementary payment (SSP). For individuals of any age who are receiving an SSP, the
State of residence is the State paying the SSR

https://rm~w.ecfi:govlcgi-biNteut-idx?SID=ae45e3t~2d58971d2354c98d72a834d68mc=true&node=se42.4.435_14038rgn-div8 ' 1/3
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(g) /ndividua/s receiving Title IV-E payments. For individuals of any age who are receiving Federal payments for foster care
and adoption assistance under title IV-E of the Social Security Act, the State of residence is the St9te where the child lives.

(h) Individua/s age 21 and over. Except as provided in paragraph (~ 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 section, the State of residence is the
State where the individual is living and—

(i) Intends to reside, including without a fixed address; or

(ii) Has entered the State with a job commitment or seeking employment (whether or not currentty 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 residency 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
parents);

(ii) The parents 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 parents).

(iv) The State ofYesidence 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.

(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 institutionalized individual,4he State of residence is the State where the individual is living and intends to
reside.

(i) Individuals under age 2i. For an individual under age 21 who is noteligibie for Medicaid based on receipt of assistance
under title IV-E of the Aot, as addressed in paragraph (g) of this section, and is not receiving a State supplementary payment,
as addressed in paragraph (~ of this section, the State of residence is as follows:

(1) For an individual who is capable of indicating intent and who is emancipated from his or her parent or who is married,
the State of residence is determined in accordance with paragraph (h)(1) of 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 (fl of this section, the. State
of resedence is:

(i) The State where the individual resides, including without a fixed address; or

(ii) The State of residency of the parent or caretaker, in accordance with paragraph (h)(t) of this section, with whom the
individual resides.

(3) For any institutionalized individual who is neither married nor emancipated, the State of residence is—

(i) The parents 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 usetl instead of the parents); 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 parenPs).

(iii) 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://www.ecfr.gov/cgi-bintteut-idx?SID=ae45e3fi 2d58971d2354c98d72a834d6&mc=Uue&node=se42.4.435_1403&rgn=div8 2/3
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(j) Specific prohibitions. (1) The agency may not deny Medicaid. eligibility because an individual has not resided in the State
for a specified period.

(2) The agency may not deny Medicaid eligibility to an individual in an institution, who satisfies the residency rules set forth
in this section, on the grounds that the individual did not establish residence in the State before entering the institution.

(3) The agency may not deny or terminate a residents Medicaid eligibility because of that person's temporary absence
from the State if the. person intends to mtum when the purpose of the absence has been accomplished, unless another State
has determined that the person is a resident there for purposes of Medicaid.

(k) Interstate agreements: A State may have a written agreement with another State setting 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 tioth States or that are prohibited by
paragraph Q) of this section. The agreements must contain aprocedure for providing Medicaitl fo individuals pending resolution
of the case. States may use interstate agreements for purposes other than cases of disputed residency to facilitate
administration of ttieprogram, and to facilitate the placement and adoption of title IV-E individuals when the child and his or her
adoptive parents) move into another State:

{q Continued Medicaid for nstitutionalized beneficiaries. If an agency is;providing Medicaid loan institutionalized <
beneficiary who, as a resuR of this section, would be considered a resident of a di8erent State—

(1)The agency must continue to provide Medicaid to that beneficiary from June 24, 1983 until July 5, 1984, unless it makes
arcangements with another State of residence to provide Medicaid at an earlier date: and

(2) Those arrangements must not include provisions prohibited by paragraph (i) of this section.

(m) Cases of disputed residency. Where two or more States cannot resolve which State is the State of residence, the State
where the individual is physically located is the State of residence.

[49 FR 13531, Apr. 5, 1984, as amended at 55 FR 48609, Nov. 21, 1990; 71 FR 39222, July 12, 2006; 77 FR 17206, Mar. 23, 2012]

Need assistance?

https://www.ecfcgov/cgi-biNtext-idz~Sl0=ae45e3f72d5S971d2354c98d72a834d68mc=true&node=se42.4.435_1403&rgn=div8 3/3
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Title 42 —, Chapter N ySubchapter C —~ PaR 435 -+ Subpart G -~ §435.603

TiBe 42: Public Health
PART 43~ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND

AMERICAN SAMOA
Subpart G—General Financial Eligibility Requirements and Options

§435.603 Application of modified adjusted gross income (MAGI).

(a) Basis, scope, and implementation. (1) This section implements section 1902(e)(14) of the Act.

(2) ETfective 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 on or

before December 31, 2013, application of the financial methodologies set forth in this section will not be applied until March 31,

2014 or the neat regularly-scheduled renewal of eligibility for such individual under §435.916 of this part, whichever is later

(b) Definitions. For purposesbf 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 household, the

pregnant woman is counted, at State option, as either 1 or 2 persan(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, a step sibling.

Tax dependent has the meaning provided in §435.4 of this part.

(c) Basic rule. Except as specified in paragraph (i), Q), and (k) of this section, the agency must determine financial eligibi
lity

for Medicaid based on "household income" as defined in paragraph (d) of this section.

(d) Household income—(1) General rule. Except as provided in paragraphs (d)(2) through (d)(4) of this section, household

income is the sum of the MAGI-based 'oncome, as defined in paragraph (e) of this section, of every individual included in the

individual's household.

(2) Income of children and tax dependents. (i) The MAGI-based income of an individual who is included in the househol
d of

his or her natural, adopted or step parent and is not expected to be 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 household income whether 
or

not the individual files a Wx return.

(ii) The MAGI-based income of a tax dependent described in paragraph (~(2)(i) of this section who is not expected to be

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 inducted 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 (~(2)(i) of this section, household income may, at State option, also

inGude actually available cash support, exceeding nominal amounts, provided by the person claiming such individual as a 
tax

dependent.
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(4) Effective January 1, 2014, in determining the eligibility of an intlividuai using MAGI-basetl income, a state must subtract
an amount equivalent to 5 percentage points of the Federal poverty level for the applicable family. size oMy to deterrnine the
eligibility of an individual for medical assistance under the eligibility group with the highest income standard using MAGI-based
methodologies in the applicable Title of the Act, but not to determine eligibility for a particular eligibility group..

(e) MAG!-based income. For the purposes of this section, MAGI-based income means income calculated using the same
financial methodologies used to determine modified adjusted gross income as defined in section 366(d)(2)(B) of the Code, with
the following exceptions—

(1) An amount received as a lump sum is counted as income only in the month received.

(2) Scholarships, awards, or fellowship grants used for education purposes and not for living expenses are excluded from
income.

(3) American lndian/Alaska Native exceptions. The following are exduded from income:

(i) Distributions from Alaska Native Corporations and Settlement Trusts,

(ii) Distributions from any property held intrust, subject to Federal restrictions, located within the most recent boundaries of
a prior Federal reservation, or otherwise under the supervision of the Secretary of the Interior,

(iii) Distributions and payments from rents, leases, rights of way, royalties, usage rights, or natural resource extraction and
harvest from—

(A) Rights of ownership or possession in any lands described in paragreph (e)(3)(ii) of this section; or

(B) Federally protected rights regarding off-reservation hunting, fishing, gathering, or usage of natural resources;

{iv) Distributions resulting -from real property ownership interests related to natural resources and improvements—

(A) Located on or near a reservation or within the most recent boundaries of a prioFFederal reservation; of

(B) Resulting from the exercise of federally-protected fights relating to such real property ownership interests;

(v) Payments resulting from'ownership interests in or usage rights to items that have unique religious, spiritual, traditlonal,
or cultural significance or rights that support subsistence or a #raditional lifestyle according to applicable Tribal Law or custom;

(vi) Student finagcial assistance provided under the Bureau of Indian Affairs education programs.

(~ Househo/d-(1) Basic rule for taxpayers not claimed as a tax dependent. In the case of an individual who expects to file
a tax return for the taxable year i~ which an initial determination or renewal of eligibility is;being made, and who does notexpect
to be claimed as a taz dependent by another taxpayer, the household consists of the taxpayer and; subject to paragraph (fl(5)
of this section, alt persons whom such individual expects to claim as a tax dependent.

(2) Basic rule forindrvidua/s claimed as a tax dependent. In the case of an individual who expects to be claimed as a tax
dependent by another taxpayer for the taxable year in which an initial determination or renewal of eligibility is being made, the
household is the household of the taxpayer claiming such individual as a tax dependent, except that the household must be
determined in accordance with paragraph (~(3) of this section in the case of

(i) Individuals other than a spouse or child who expect to be claimed as a tax dependent by another taxpayer; and

(ii) Individuals under the age specified by the State. under paragraph (~(3)(iv) of this section who. expect to be claimed by
,one parent as a tax dependent and are living with both parents but whose parents do not expect to file a joint tax return; and

(iii) Individuals under the age specified by the State under paragraph (fl(3)(iv) of this section who expect to be claimed as a
tax dependent by a non-custodial parent. For purposes ofShis section—

(A) Acourt order or binding separation, divorce, or custody agreement establishing physical custody controls; or

(B) If there is no such order or agreement or in the event of a shared custody agreement, the custodial parent is the parent
with whom the child. spends most nights.

(3) Ru/es for individua/s who neither file a tax return nor are claimed as a tax dependent. In the case of individuals who do
not expect to file a Federal tax return and do :not expect to be claimed as a taz dependent for the taxable. year in which an initial
determination or renewal of eligibility is being made, or who are described in paragraph (f~(2)(i), {~(2)(ii), or (~(2)(iii) of this
section, the household consists of the intlividual and, if living with the individuate
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(i) The individuaPs spouse;

(ii) The individual's children under the age specified in paragraph (~(3)(iv) of this section; and

(iii) In the case of individuals under the age specified in paragraph (~(3)(iv) of this section, the individual's parents and

siblings under the age specified in paragraph (fl(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-

(A) Age 19; or

(B) Age 19 or, in the case of full-time students, age 2t

(4) Married couples. In the case of a married couple living together, each spouse will be included in the household of the

other spouse, regardless of whether they expect to file a joint tax return under section 6013 of the Code or whether one spo
use

expects to be claimed as a tax dependent by the other spouse..

(5) For purposes of paragraph (fl(1) of this section, if, consistent with the procedures adopted by the State in accordance

with §435.9560 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 soughf, the inclusion of such individual in the household of the taxpayer is determined in

accordance with paragraph (~(3) of this section.

(g) No resource test ar income disregards. In the case of individuals whose financial eligibility for Medicaid is determi
ned in

accordance with this section, the agency must not—

(1) Apply any assets or resources test; or

(2) Apply any income or expense disregards under sections 1902(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 enrollees. 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 household income and family size.

(2) Current beneficiaries. For individuals who have been determined financially-eligible for Medicaid using the MAGI-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 annual 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 poAion of reasonahly 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 §435.940 through §435.965, including

by self-attestation if reasonably compatible with other electronic data obtained by the agency in accordance with such sections.

(i) If the household 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 1.366-1 (e) is below 100 
percent

FPL, Medicaid financial eligibility will be determined in accordance with 26 CFR 1.366-1(e).

Q) Eligibility Groups for which MAG!-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 eligibility for Medicaid does not require a determination of income by the agency, including, but not

limited to, individuals receiving Supplemental Security Income (SSI) eligible for Medicaid under §435.120 of this part, individ
uals

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 age 65 or older when age is a condition of eligibility.

(3) Individuals whose eligibility is being determined on the basis of being blind or disabled; or on the basis bf being treated

as being bind or disabled, including, but not limited to, individuals eligible under §435.121, §435.232 or §435.234 bf this part 
or

https:/Iwrvw.ecfr.gov/cgi-bin/text-idx?SID=ae45e3f12d58971d2354c98d72a834d6&mc=true&node=se42.4.435 1603&rgn=div8. 3/4
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under,section 1902(e)(3) of the Act, but only for the purpose of determining eligibility on such 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-
basedfinancial methods are covered, or fior 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 equivalent to nursing facility services; and home and community-based services furnished under a waiver or
State plan under sections 1915 or t 175 of the Act; home health services as described in sections 1905{a)(7) of the Act and
personal rare services described in sections 1905(a)(24) of the Act.

(5) Individuals who are being evaluated for eligibility for Medicare cost sharing assistance under section 1902(a)(10)(E) of
the Act, but only for purposes of determining eligibility for such assistance. `

(6) individuals who are being evaluated for coverage as medically needy under subparts D and i of this part, but oMy for
the purpose of determining eligibility on such basis.

(k) Eligibility. In the case of an individual whose eligibility is being determined under §435214, the agency may—

(1)Considerthe household to consist of only the individual for purposes of paragraph (~ of this section;

(2) Count only the MAGI-based income of the individuaFfor purposes of paragraph (d) of this section.

(3) Increase the family size of the individual, as defined in paragraph (b) of the section, by one.

[77 FR 17206, Mar. 23, 2012, as amended at 78 FR 42302, July 15, 2D13; 81 FR 86456, Nov. 30, 2016]

Neetl assisWnce7 -
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Title 42 ~ Chapter IV —~ Subchapter C —. Part 435 —. Subpart J —~ §435.911

Title 42: Public Health
PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARI

ANA 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)(10)(A), (a)(19), and 
(e)(14) and section 1943 of

the Act.

(b)(1) F~ccept as provided in paragraph (b)(2) of this sectioq 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);

(ii) In the case of pregnant women, the income standard established in accordance with §435
.116(c) of this part;

(iii) In the case of individuals under age 19, the income standard established in accordance with 
§435.118(c) of this part;

(iv) The income standard established under §435.218(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 implem
ented 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 attain
ed 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 applicable modified adjusted gross income standard is the s
tandard established under

paragraph (b)(1) of this section; or

(ii) Who are also a parent or caretaker relative, as described in §435.4, the applicable modified 
adjusted gross income

standard is the higher of the income standard established in accordance with §435.110(c) or §43
5.220(c).

(c) For each individual who has submitted an application described in §435.907 or whose e
ligibility is being renewed in

accordance with §435.916 and who meets the non-financial requirements for eligibility (or for wh
om 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 es
tablished under §435.912,

fiarnish 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 a
dditional 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 §435.1200(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 applicati
on described in §435.907(b)

of this paR, or renewal form described in §435.916(a)(3) of this part, or on the basis of o
ther information available to the State,

as potentially eligible on a basis other than the applicable MAGI standard;

https:l/www.ecfr.gov/cgi-bintteut-idx~SlD=ae45e3N2d58971d2354c98d72a834d6&mc=true&node=se42.4.435_t 911 &rgn=div8... 
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(2) Individuals who submit an alternative application described in §435.907(c) of this. part; and

(3) Individuals who otherwise request a determination of eligibility on a basis other than the applicable MAGI standard asdescribed in §435:B03Q) of this part.

[77 FR 17209, Mac 23, 2012, as amended at 81 FR 86457, Nov. 30, 2016]

.Need assistance?
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Title 42 —~ Chapter IV —~ Subchapter C —. Part 435 —~ Subpart J —~ §435.918

Title 42: Public Health
PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHER

N MARIANA ISLANDS, AND

AMERICAN SAMOA

SubpaR J—Eligibility in the States and District of Columbia

§435.918 Use of electronic notices.

(a) Effective no earlier than October 1, 2073 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 electronica
lly, the agency must—

(1)Ensure that the individual's election to receive notices electronically is confirmed by 
regular mail.

(2) Ensure that the individual is informed of his or her right to change such elect
ion to receive notices through regular mail.

(3) Post notices to the individual's electronic account within 1 business day o
f 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 ele
ctronic alert.

(5) Send a notice by regular mail within three business days of the date of a fail
ed electronic communication if an electronic

communication is undeliverable.

(6) At the individual's request, provide through regular mail any notice posted to
 the individual's electronic account.

[78 FR 42303, July 15, 2013]

Need assistance? -

https7l~.ecfcgov/cgFbiNtext-idx?SID=ae45e3f12d58977d2354c98d72a834d6&m~Vue&node=s
e42.4.435_1918&rgn=tliv8 1/1



8/1/20'18 eCFR -Code of Pederai Regulations

ELECTRONIC CODE DF FEDERAL REGULATIONS

e-CFR data is current as of July 37, 2018

Title 42 —. Chapter IV —, Subchapter C --, Part 435 —. Subpart J —. §435.9A5

TiBe 42: Public Health
PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, ANDAMERICAN SAMOA
Subpart J-Eligibility in the States and District of Columbia

§435.945 General requirements.

(a) Except where the law requires other procedures (such as for citizenship and immigration status information), theagency may accept attestation of information needed to determine the eligibility of an individual for Medicaid (either self-attestation by the individual or attestation by an adult who is in the applica~Ps household, as defined in §435.6030 of this part,or family, as defined in section 36B(d)(1) of the Intemai Revenue. Code, an authorized representative, or, if the individual is aminor or incapacitated, someone acting responsibly for the individual) without requiring further information (including
documentation) from the individual

(b) The agency must request and use information relevant to verifying an individual's eligibility for Medicaid in accordance.with g§435.948 through 435.956 of this subpart.

(c) The agency must furnish, in a timely manner, income and eligibility information, subject to regulations at part 437
subpart F of this chapter, needed for verifying eligibility to the following programs:

(1) To other agencies in the State and other States and to the Federal programs both listed in §435.948(a) of this subpartand identified in section 1137(b) of the Act;.

(2) Other insurance affordability programs;

(3) The child support enforcement program underpart D of title IV of the Act; and.

{4) SSA for OASDI under title II and for SSI benefits under title XVI of the Act.

(d) All State eligibility determination systems must conduct data matching through the Public Assistance ReportingInformation System (PARIS).

{e) The agency must, as required under section 1137(a)p) of the Act, and upon request, reimburse another agency listedin §435.948(a) of this subpart orparagraph (c) of this section for reasonable posts incurred in furnishing information, includingnew developmental costs.

(~ Prior to requesting information for an applicant or beneficiary from anoffier agency or program under this subpart, theagency must inform the individual that the agency will obtain and use information available to it under this subpart to verifyincome and eligibility or for other purposes directly connected to the administration of the State plan:

(g) Consistent with §431.16 of this subchapter, the agency must report information as prescribedby the Secretary forpurposes of determining compliance x~th §431.305 of this subchapter, subpart P of part 431, §§435.910 and 435.940 through435.965 and of evaluating the effectiveness of the income and eligibility verification system.

(h) Information exchanged. electronically between the State Medicaid agency and any other agency or program must besent and received via secure electronic interfaces as defined in §435.4 of this part.

i(i) The agency must 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 asrequired by Federal or State law or regulations. `:.

Q) Verification plan. TMe agency must develop, and update as modified, and submit to the Secretary, upon request, averification plan describing the verification policies and procedures adopted by the State agency to implement the provisions setforth in §§435.940 through 435.956 of this subpart in a format and manner prescribed by the Secretary.
s
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(k) Flexibility in information collection 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 §435.949(a) of this subpart, provided chat such a
ftemative 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, oruse 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]
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Title 42 y Chapter IV -~ Subchapter C -+ Part 435 -, Subpart J --. §435.948

Title 42: Public Health
PART 435—ELIGIBILITYJN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, ANDAMERICAN SAMOA
Subpart, J-Eligibility in the States and District of Columbia

§435.948 Veriying flnanciai information.

(a) The agency must in accordance with this sedion request the following information relating to financial eligibility fromother agencies in the State and other States and Fetleral programs to the extent the agency determines such informafion is'useful to verifying the financial eligibility of an individual

(1) Information related to wages, net earnings from self-employment, unearned income and resources from the State WageInformation Collection gqency {SWICA), the Internal Revenue Service (IRS); "the Social Security Administration (SSA), theagencies administering the State unemployment compensation Taws, the State-administered supplementary payment programsunder section 1616(a) of the Act, and any State program administered under a plan approved under TiGes I, X, XIV, or XVI ofthe Act; and

(2) Information related to eligibility or enrollment from the Supplemental Nutrition Assistance Progrem, the $fate programfunded under part A of title IV of the Act, and other insurance affoMability programs.

(b) To the eutent that the infdrmation identified in paragraph (a) of this section is available through the electronic serviceestablished in accordance with §435.949 of tliis subpart, the agency must obtain the information through such service.

(c) The agency must request the information by SSN, or ff an SSN is not available, using other personally identifyinginformation in the individual's account, if possible.

[77 FR 17211. Mar...23, 2072]

Need assistance?
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Title 42 --+ Chapter IV -. Subchapter C -. Part 435 -. Subpart J -~ §435.9
52.

Title 42: Public Health

PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, TH
E NORTHERN MARIANA ISLANDS, AND

AMERICAN SAMOA

Subpad J—Eligibility in the States and District of Columbia

§435.952 Use of information and requests of additional information from i
ndividuals.

(a) The agency must promptly evaluate information received or obtained by 
it in accordance with regulations under

§435.940 through §435.960 of this subpart to determine whether such informatio
n 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 applicat
ion or renewal form or otherwise) is reasonably

compatible with information obtained by the agency in accordance wKh §4
35.948, §435.949 or §435.956 of tfiis subpart, the

agency must determine or renew eligibility based on such information.

(c) An individual must not be required to provide additional information or 
documentationunless information needed by the

agency in accordance with §435.948, §435.949 or §435.956 of this subpar
t cannot be obtained electronically or the information

obtained electronically is not reasonably compatible, as provided in the ver
ification plan described in §435.945(j) with

information provided by oc on behalf of the individual.

(1) Income information obtained through an electronic data match shall be
 considered reasonably compatible wRh income

information provided by or on behalf of an individual if both are either abov
e orator below the applicable income standard or

other relevant income thteshWd.

(2) If information provided by or on behalf of an individual is not reasonably 
compatible with information obtained through

an electronic data match, the agency must seek additional information from the 
individual, including-

(i) A statement which reasonably explains the discrepancy; or

(ii) Other information (which may include documentation), provided that document
ation from the individual is permitted onty

to the extent electronic data are not available and establishing a data matc
h would not be effective, considering such factors as

the administrative costs associated with establishing and using the data m
atch 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 c
overage;

(iii) The agency must provide the individual a reasonable period to furnish
 any additional information required under

paragraph (c) of this section.

(3) Exception for special ciroumstances. The agency must establish an ex
ception to permit, on a case-by-case tiasis, self-

attestation of individuals for all eligibility criteria when documentation does 
not exist at the time of application or renewal, or is

not reasonably available, such as in the case of individuals who are homel
ess or have experienced domestic violence ar a

natural disaster. This exception does not apply if documentation is specifically 
required under title XI 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 —. Chapter IV —,. Subchapter D ~ Part 457.—~ Subpart A -, §457.10

Title 42: Public Health
PART 457—flLLOTMENTS AND GRANTS TO STATES -
Subpad A-Introduction; State Plaos forChildHealth Insurance Programs and Outreach Strategies

§457.10 DeBnitlons and use of terms.

`. For purposes of this part the fallowing definitiohs apply.

Actuaria//y sound principles means generally accepted actuarial principles and practices that are applied to determine:aggregate utilization patterns; are appropriate for the population and services to be covered, and have been certifledpy:actuaries who meet the qual'fiication standards established by the Actuarial Standards Board.

- Advanced payments of the premium tax credit (APTC) has the meaning given the term in 45 CFR 155.20.
Affordable Insurance Exchange (Exchange) has the meaning given the term "Exchange" in 45 CFR 15520.
Americas MdiaNAlaska Native (AUAN) means=.

j1) A member of a Federally recognized Indian tribe, band; or group;

{2) An Eskimo orAleut or other Alaska Native enrolled by the Secretary of the lnterwr pursuant to the Alaska Native ClaimsSett~ementAd,'43 U.$.C.1601 et. seq.;'or 
-

(3) A person who is considered by the Secretary of the Interior to bean Indian for any purpose.

Applicant means a child who has filed an application (or who has an application filed an their behaf~.for heaRh benefitscoverage through the Childreds HeafthJnsurance;Program. Achild is an applicant uMtl the child receives coverage throughCHIP.

Application means the single, streamlined application form that is used by the State in accordance witA §435.907(b) of thischapter and 45.CFR 155.405.for individuals to apply for coverage for all insurance affordability programs.

Child means an individual under ttie age of A9 including the period from conception to birth.

:Child health,assistance means payment for part or ell of the cost of health. benefits coverage provided to targeted low-income children for fhe services listedat §457.402.

Children's Health Insurance Program (CHIP) means aprogram established and administered by a State, jointly: funded withthe Federal govemmeM, to provide child health assistance to uninsured, low-income children through a separate child healthprogrem, a Medicaid expansion program, or a combination program.

.Combination pmgram means a program underwhich a Stateimplements both a Medicaid expansion program and aseparate child health program.

Qombined eligibility notice means an eligibilitynotice that informs an individual, or multiple family membere of ahouseholdof elgibility for each of the insurance a{fordability programs and enrollment iq a qualified health plan through the Exchange, forwhich a determination or denial of eligibility was made; :̀as well as any right to request a review, fair hearing or appeal related tothe tletermination made for each program. A combined notice must meet the regwrements of §45?.340(e) and contain thecontent describetl in §457.340{e)(1), except that information described in §45T340(e)(1)(i)(C) may be provided in a combinednotice issued by another insurance affordability program or in a supplemental notice provided by the Sfafe. A combinedeligibility notice must be issued m accordance with the agreements) consummated by the State in accordance wfth §457.348(a).

Comprehensive nsk contract means a risk contract between the State antl an MCO thafcovers comprehensiveservices,thatis, inpatient hospital services and any of the following services;'or any three or more of the foilowingservices:

(1) Outpatient hospital services. ~.. ~.
j2) Rural health dmic services. - -

(3) Federally Qualified Health Center (FQHC) services.

E
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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) ser
vices

(7) Family planning services.

(8) Physician services. -

(9) Home health services

Coordinated content means information included in an eligibility notice 
regarding, if applicable—

~(1) The transfer of an individuals or household's electronicaccouM to an
other insurance affordability program;

(2) Any notice sent by the State to another insurance affordability progra
m regarding an individual's eligibility for CHIP;

(3) The potential impact, if any, of—

(i) The State's determination of eligibility or ineligibility for CHIP on eligibil
ity for another insurance affordability program; or

(ii) A determination of eligibility for, or enrollment in, another insurance af
fordability program on an individual's eligibility for

CHIP: and

(iii) [Reserved] 
-

(4)The status of household members on the same applicatlon or renewal 
form whose eligiUility is not yet determined.

Cost sharing means premium charges, enrollment fees, deductibles, coin
surance, copayments, or other similar fees that

the enrollee has responsibility for paying.

Creditable health coverage has the meaning given the term "creditablecoverag
e" at 45 CFR 146.113 and includes

coverage that meets the requirements of §457.410 and is provided
 to a targeted low-income child.

Electronic account means an electronic file that includes ail information c
ollected and generated by the State regarding

each individual's CHIP eligibility and enrollment, including all documentation req
uired under §457.380 and including any

information collected or generated as part of a review process concluded 
in accordance with subpart K of this part, the

Facchange appeals process conducted under 45 CFR part 155, subpart F 
or other insurance affordability program appeals

process.

Emergency medics(condition means a medical condition manifesting itse
lf by acute symptoms of sufficienfseverity

(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 resWt in—

(1) Serious jeopardy to the health of the individual or, in the case of a pre
gnant woman, the health of a woman or her

unborn child;

(2) Serious impairment of bodily function; oc

(3) Serious dysfunction of any bodily organ or part.

Emergency services means health care services that arm

(1) Furnished by any provider qualified to furnish such services; and (2) N
eeded to evaluate, treat, or stabilize an

emergency medical condition.

Enrollee means a child who receives health benefds coverage thro
ugh CHIP.

Enrollment cap means a limit, established by the State in its State plan, o
n the total number of children permitted to enroll

in a Slate's separate child heakh program.

Exchange appealsentity has the meaning given to the term "appeals enti
ty," as defined in 45 CFR 155.500.

External quality review (EQR) meansthe analysis and evaluation by an E
QRO, of aggregated information on quality,

timeliness, and access to the health care services that an MCO, PIHP, or 
PAHP, of their contractors furnish to CHIP

beneficiaries.

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 conhact with 
a State to perform external quality review, other

EQR-related activities as set forth in §438.358 of this chapter, or both.

https://www.ecfr.gov/cgi-bin/text-idx?SID=be028cd21 a8463t9b693342b862a8bdi 
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Federal fiscalyearstarts on the first day of October each year and ends on the last day of the following September.-
Federaltyqualified HMO means an HMO. that CMS has determined is a qualrfied HMO under section 2791(b)(3) of thePublic HeaRh Service qct.

Fee-for-sery~ce entity means any individual or entity that furnishes services under theprogram on a fee-forservice basis,inciudmg healt6insurance services.

.Group health insurance coverage has the meaning assignedat 45 CPR 144.103.
Group health plan has the meaning assigned at 45 CFR 144.103.

Health benefits coverage means an arrangement under which enrolletl individualsare protected fromsome or all IiabiiRy forthe cost of specified health care services.

Hea/th care services means any pf the services, devices, supplies, therapies, or other items listed in 8457.402.
Health insurance coverage has the meaning assigned at 45 CFR 144.103;

Health insurance issuer has the meaning assigned at 45 CFR 144.103.

Health maintenance organization (HMOJ plan has the meaning assigned at §457A20.
Health services initiaUvesmeans activities that protect thepublic health, protect the heaRh of individuals, improve orpromote a State's capacity to deliver public health services, or strengthen the human and mateFial resources necessarytoaccomplish public health goals relating,to improving the health of children {intruding targeted low-income children and otherlow-income children).

Househo/d income is defined as provided in §435.603(d) of this chapter.

Msurance affordability program is defined as provided in.§435.4 of this chapter

Joint application has the meaning assigned at §457.30L

Joint review request means a request for a review under subpart K of this part which is induded in an appeal request -submitted to an Exchange or Exchange appeals entity or other insurance affordability program or appeals entity, in accordancewdfi the signed agreement tietweentheState and an.Exchange orExchange appeals entity or other program or appeals entityin accordance with §457.348(b).

Low-income child means a child whose household. income is at or below 200 percenbof the poverty line for thesize of thefamily involved.

Managed care entity (MCE) means an entiTy that enters into a contract toprovide services in a managed rare deliverysystem, including but not limited to managed care organizations, p[epaid healthplans, andprimary care case managers:
Managed Bare organrration (MCO) means an entity that has, or is seeking tp quality for, a comprehensive risk contract.under this part, and that is-

,(1) A Federally qualifiedNMO that meets the requirements of subpartl. of part 489 of this chapter; or
(2) Makes the sernces it provides to its CHIP enrdiees as accessible (m terms of timeliness, amount, duration, and scope)as those servicesare to other CHfP beneficiaries within the area served by the entity and
(3) Meetsthe solvency standards of §438.116 of this chapter

Medicaid expansion program means a program under which a.. State receives Federal fy~ding to expand Medicaid eligibiliTy10 optional targeted low-income children.

Optional targeted low-income child has the meaning assignetl at §435.4 (for States) and §436.3 (for Territories) of this schapter.

period of presumpfrve eligibility has the meaning assigned at.§457.301.

Poverty line/Federa! poveRy level means the poverty guidelines updated annually in the FeoeR4LREGisieR 6y the U.S.Department of Health and Human Services under authority of 42 U.S.C. 9902(2). ~•r
PreexisEmg co~dihon exclusion has the meaning assigned at 45 CFR 14A.143.
Premium assistance program means a component of a separate child health program, approved under the State plan,under which a State pays part or ail of the premiums for a CHIP enrollee or enrollees'. group heath insurance coverage or ~'coverage under a group healthplan.

E
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Premium Lock-Out is defined as aState-specified period 
of Gme not to exceed 90 days that a CHIP eligible child 

who has

an unpaid premium or enroilmenffee (as applicable) wiltnot
 be permitted to reenroll for coverage in CHIP. Premium

 lock-out

periods are not applicable to children who have paid ou
tstanding premiums or enrollment fees.

Prepaid ambulatory health plan (PAHP) means an
 entity that—

(1) Provides services to enrollees under conUact with the State
, and on the basisof prepaid capitation payments, or 

other

payment arrangements that do not use State plan paym
ent rates.

(2) Does not provide or arrange for, and is not otherwise r
esponsible for the provision of any inpatient hospital or

institutional services for its enrollees.

(3) Does not have a comprehensive risk contract.

Prepaid inpatient health plan (PIHP) means an entity t
hat—

(1)Provides services to enrollees under contract with t
he State, and on the basis of prepaid capitation paymen

ts, or other

payment arrangements that do not use Slate plan paym
ent rates.

(2) Provides, arranges for, or otherwise has responsibility f
or the provision of any inpatient hospital or institut

ional services

for its enrollees.

(3) Does not have a comprehensive risk contract.

Presumptive income standard has the meaning assign
ed at §457.30L ~....

Primary care case managemenfineans a eystem under whi
ch:

(1) A PCCM contracts with the State to furnish case ma
nagement services (which include the location, coordin

ation and

monitoring of primary health care services) to CHIP benefici
aries; oc

(2) A PCCM entity wnVacts with tYie State to provide a 
defined set of functions to CHIP beneficiaries.

Primary care case management entity (PCCM entity) mean
s an organization that provides any of the following func

tions, in

addition to primary care case management services, for the 
State:

(1) Provision of intensive telephonic orface-to-face case 
management, including operation of a nurse triage advice Ti

ne.

(2) Development of enrollee care plans.. - -

(3) Execution of contracts with and/or oversight re
sponsibilities for the activities of fee-for-service providers in 

the fee-for-

service program.

(4) Provision of payments to fee-for-service providers. o
n behalf of the State.

(5) Provision of enrollee outreach and education activi
ties.

(6) Operation of a customer service call center.

{7) Review of provider claims, utilization and pFadice p
atterns to conduct provitler prof ling andlor practice imp

rovement.

(8) Implementation of quality improvement activities in
cluding administering enrollee satisfaction surveys or wl

lecting data

necessary for performance ineasuremeot of providers.

(9) Coordination with behavioral health systems/provid
ers:

(10) Coordination with long-term services and supports 
systemslproviders.

Primary care case manager (PCCM) means a physicia
n, a physician group practice or, at State option, any of th

e 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 engaged
 in tfiedelivery of services, bF ordering or referringfo~ t

hose

services, and is legally authorized to do so by the State in 
which it delivers the services.

Public agency has the meaning assigned in §457.30L

https://www.ecfr.gov/egi-bin/text-idx?SID=be028cd21 a84
63f9b693342b862a8bd 1 &mc=yru.:. 8/2/2018
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Qualified entity has the meaning assigned at §457.30L

Risk contract means a contract under which the contractor—

(1) Assumes risk for the cost of the services covered under Ne contract.

(2) Incurs loss if the cost of fumiahing the services exceeds the. payments under the contrail.
Secure e%ctronic interlace is defined as provided in §435.4 of this chapter

Separate child health program. means a program under which a State receives Federal funding from its title XXl allotmentto provide child health assistance through obtaining coverage that meeffi tha requirements of section 2103 of the Act and§457.402. '.

Shared eligibility service is defined as provided in §435.4 of this chapter

State means all Statesthe District of Columbia; Puerto Rico, the U.S. Virgin islantls, Guam, American Samoa and theNorthern Mariana Isiantls. The Territories are excluded from thisdefinition for purposes of §457.740.
State health benebts plan has the meaning ass'gned in §457.301.

'.State plan means the Ntie XXI State child health plan.

Targetedlow-income child has the meaning assignedin §457.310. -
Uncovered or uninsured chi/d means a child whodoes not have creditable health coverage.
Well-baby and welhchild care services means. regular or preventive diagnostic and treatment services necessarylo ensurethe health of babies, children and adolescents as defined by the State. For purposes of cost sharing, the term has the meaningassigned at §A57.52Q.

{66 FR 2670, Jan..11, 2007, as amended at 67 FR 61974, OcL 2, 2002; 75 FR 48852, Aug.11, 2010; 77 FR 17213, Mar. 23, 2012;78 FR42312, July 15,2013; 8tFR 27896. May 6, 2016; 81 FR 47046, Juty 20, 2016; 81 FR 86463, Nov. 30, 2076)
Neetl assrslance?
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Title 42 --, Chapter IV --~ Subchapter D -+ PaR 457 --~ Su
bpart C -. §457.310

Title 42: Public Health

PART 457—ALLOTMENTS AND GRANTS TO STATES.

SubpaR C—State Plan Requirements: EGgibifity, Screenin
g; Applications; and Enrollment

§457:310 Targeted low-income child.

(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 Iow-income child must meet th
e following standards:

(1) Financial need standard. A targeted low-income child:

(i) Has a household income, as determined in accordanc
e with §457.315 of this subpart, at or below 200 percent 

of the

Federal poverty level for a family of the size involved;

(ii) Resides in a State with no Medicaid applicable in
come level;

(iii) Resides in a State that has a Medicaid applicable inc
ome level and has a household income that either—

(A) Exceeds the Medicaid applicable income level fo
r 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 o

f the

State plan under title XIX on June t, 1997..

(2) No other coverage standard. A targeted low-inco
me child must not be—

(i) Found eligible or potentially eligible for Medicaid u
nder policies of the State plan (determined through either

 the Medicaid

application process or the sueening process described 
at §457.350), except for eligibility under §435.214 of this cha

pter

(related to coverage for family planning services);

(ii) Covered under a group health plan or under health 
insurance coverage, as defined in section 2791 of the Pub

lic Health

Service Act, unless the plan or health insurance coverage
 program has. been in operation since before July 1, 1

997 and is

administered by a State that receives no Federal funds for 
the program's operation. A child is not considered covered un

der a

group health plan or health insurance coverage if the chil
d does not have reasonable geographic access to care 

under that

plan.

(3) For purposes of this section, policies of the State play
 under tige XIX plan include policies under a Statewide

demonstration project under section 1115(a) of the Act 
other than a demonstration project that covered an expan

ded group of

eligible children but that either—

(i) Did not provide inpatient hospital coverage; or

(ii) Limited eligibility to children previously enrolled in Med
icaid, imposed premiums as a condition of initial or c

ontinued

enrollment, and did not impose a general 6me limit on elig
ibility.

(c) Exclusions. Notwithstanding paragraph (a) of this sect
ion, the following groups are exduded from the definition

 of

targeted low-income children:

(1) Children eligible for certain State health benefits 
coverage. (i) A targeted low-income child may not be eligible 

for health

benefits coverage under a State health benefits plan in th
e State on the basis of a family member's employment wi

th a public

agency, even if the family deGines to accept the coverage
.

(ii) A child is considered eligible for health benefits co
verage under a State health benefits plan if a more than n

ominal

contribution to the cost of heaRh benefits coverage under a 
State health benefits plan is available from the State or pu

blic

agency with respect to the child or would have been avail
able from those sources on November 8, 1999. A contribu

tion is

https:l/w.vv.ecfrgovlcgi-biMtext-idx?SID=be028cd21 a8463f9b693342
b862a8bd18,mc=true&node=se42.4.457_1310&rgn=div8 
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considered more than nominal if the State or public: agency makes a contribution toward the cost of an employee'sdependents) that is $10 per family,_ per month, more than the State or public agency's. contribution toward the wst of coveringthe employee only.

(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

(ii) A patient in an institution for mental diseases, as defined at §435.1010 of this chapter, at the time of initial application orany redetermination of eligibility.

(d) A targeted low-income child must also inGudeany child enrolled in Medicaid on December 31, 2013 who is determinedto be ineligible for Medicaid as a resuk of the elimination of income disregards as specked under. §43¢.603(8) of this chapter,regardless of any other standards set forth in this section eaccept those in paragraph {c) pf this section. Such a child shallcontinue to be a targeted low-income child under this paragraph uM~ the date of the child's next renewal under.§457.343 of thissubpart,

[66 FR 2675, Jan. 71, 2001, as amended at 71 fR 39229, July 12, 2006; 77 FR 17214, Mar. 23, 2012; 81 FR 86463, Nov. 30, 2016]
Neetl assistance?
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TiBe 42 -+ Chapter IV --, Subchapter D -+ Part 457 -~ Subpart C -. §457.3
48

Title 42: Public Health
PART 457—ALLOTMENTS AND GRANTS TO STATES

Subpart ~-State Plan Requirements: Eligibility, Screening, Applications, and Enr
ollment

§457.348 Determinations of Children's Health Insurance Progr
am eli9~bility by other inguraoce affordability programs.

(a) Agreements with other insurance affordability programs. The State mus
t 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 
to 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 eligibility and enrollment 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 progra
ms, consistent with §457.3400, and an

opportunity for individuals to submit a joint review request, as defined in §45
7.10, 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 Ex
change-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 F~cchange appeals entity (or other program o
r appeals entity) in accordance with the State plan.

(b) Provision of CHIP for individuals found eligible for CHIP by another insu
rance affordability program. If a State accepts

final determinations of CHIP eligibility made by another insurance affordabil
ity program, for each individual determined so

eligible by the other insurance affordability program. (including as a re
sult of a decision made by an Exchange appeals entity

authorized by the State to adjudicate reviews of CHIP eligibility determinati
ons), the State must

(1) Establish procedures to receive, via secure electronic interface, t
he electronic account containing the determination of

CHIP eligibility and notify such program of the receipt of the electronic acco
unt;

(2) Comply with the provisions of §457.340 to the same extent as if the app
lication had been submitted to the State; and

(3) Maintain proper oversight of the eligibility determinations made by 4he 
other program.

(c) Transfer from other insurance affordability programs to CHIP. For indivi
duals for whom another insurance affordability

program has not made a determination of CHIP eligibility, but who have bee
n 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 elecVonic account for the 
individual and notify such program of the receipt of

the electronic account;

(2) Not request information or documentation from the individual in t
he 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 eligibility of the individual, in accordance with §457.340, without r
equiring submission of another application and, for

individuals determined not eligible for CHIP, comply with §457.350(1) of this 
section;

(4) Accept any finding relating to a criterion of eligibility made by such prog
ram 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 it in the agreement described in 
paragraph (a) of this section; and

https://mw~.ecN.gov/cgi-biNtext-idx?SID=be028cd21a8463f9b693342b862a86d1&mc=true&node=5e42.4
.457 13488rgn=div8 1/2
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(5) Notify such program of the final determination of the individual's eligibility or ineligibility for CHIP.
(d) Certification of eligibility criteria. The State must certify forthe Exchange and other insurance affordability programs thecriteria applied in determining CHIP eligibility.

[77 FR 17215, Mar. 23, 2012, as amended at 78 FR 42312, July 15, 2013; 81 FR 86464, Nov. 30, 2016]
Need assisUnce?
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Title 42 -+ Chapter IV —. Sutichapter D —. Part 457 -+ Subpart 
C -. X457.380

Title 42: Public Health

PART 457—ALLOTMENTS AND GRANTS TO STATES

Subpart C—State Plan Requirements: Eligibility, Screening
, Applications, and Enrollment

§457.380 Eligibility verification.

(a) General requirements. Except where law requires 
other procedures (such as for citizenship and immigration s

tatus

information), the State may accept attestation of informatio
n needed to determine the eligibility of an individual for CHI

P (either

self-attestation by the individual or attestation by an adult who is 
in the applicants household, as defined in §435.6030 of t

his

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 responsib
ly for the individual) without requiring further information

(including documentation) from the individual

(b) Status as a citizen, national or anon-citizen. (1) Except
 for newborns identified in §435.406(a)(1)(iii)(E) 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

g435.945(k) is read as a reference to paragraph (i) of this. s
ection; 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 p
eriod to individuals determined to 6e otherwise eligible for CHIP

.

(2) [Reserved]

(c) State residents. If the State does not accept self-attest
ation of residency, the State must verify residency in accor

dance

with §435:956(c) of this chapter

(d) Income. If the State does not accept self-attestation of
 income, the State must verify the income of an individual b

y

using the data sources and following standards and procedures
 for verification of financial eligibility consistent with §435.94

5(a),

§435.948 and §435.952 of this chapter.

(e) Verification of other factors of eligibility. For eligibility re
quirements not described in paragraphs (c) or (d) of this se

ction,

a State may adopt reasonable verification procedures, cons
istent with the requirements in §435.952 of this chapter, except

 that

the State must accept self-attestation of pregnancy unless 
the State has information that is not reasonably compatible wit

h such

attestation.

(~ Requesting information. The terms of §435.952 of this chapt
er apply equally to the State in administering a separate

CHIR

(g) Electronic service. Except to the extent permitted unde
r paragraph (i) of this section, to the extent that information

sought under this section is available through the elecUoni
c service described in §435.949 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 integrity measures or affecting the State's obligati
on 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 necessa

ry 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 verific
ation of information as set forth in this section, provided that 

such

alternative source will reduce the adminisUative costs and burd
ens on individuals and States while maximizing accuracy,

minimizing delay, meeting applicable requirements relating
 to the confidentiality, disclosure, maintenance, or use of in

formation,

and promoting coordination with otfier insurance affordabiN
ty programs.

https:/Mv✓a.ech.gov/cgi-biNteut-idx?SID=be028cd21a8463f96693342b862a8bd1&m~We&node=se42.4
.457_1380&rgn=div8 V2
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Qj Veycation plan. The State must develop, and update as modified, and submit to the Secretary, upon request,. averification plan describing the verification policies and procedures adopted by the State to implement the provisions set forth indhis section in a format and manner prescribetl by the Secretary.

p7 FR 17216, Mac 23, 2012, as amended at 81 FR 86466, Nov. 30, 2016]

Need assistance?
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lands directly to an alternate recipi- ". (v) That the complainant .may notent: any :public or non-profit private bring an action if the same alleged vio-organization or agency; or State or po-. lation of the Act by $he same recipientlitical subdivision of the State.'.. ; is thesubject of a..pendingaction in(b) The Secretary will require any al- -any. court of the United States.ternaterecipient todemonstrate:
(1) mhe ability to comply with these PgRT 92—dVONDISCRIMINATIONregulations; anfl ON THE $ASIS OF''RACE, CpLOR,(2) the auility to achieve the goals or NATIONAL ORIGIN, SEX, ;AGE,tale Fectera~ statute authorizing the ' OR DlSABILIN IN; HEALTH <PRO-Fefleral tisianciat assistance. 

GRAMS OR ACTIVITIES REGEIV-t9~ ~t e7ase, nec. ze, ise2, as ~menaea at 7o ING FEDERAL FINANCIAL ASSIST-Fx z4s2z, rags s, zooe7 ANCE 'AND HEALTH PROGRAMS
§81.50 Eahaystion of adtniniatrative qR ACTIVITIES ADMINISTERED 6Yremedies. THE DEPARTMENL OF :HEALTH
(a) r~ complainant may txte a civic as AND HUMAN SERVICES OR` ENTI-

tionfollowing the eiihaust~on of gamin- TIES ESTABLISHED <'UNDER TITLEistrativerrenieaies under the ̀ pct. na- OF THE: PATIENL PROTECTIONministrative remedies are exhausted if: AND AFFORDABLE'CARE ACT(1) 180 days have 'relapsed'since the
complainant filed the complaint attd SubpartA—General Provisions'.EiI3S has made no finding with'.regard 

sec.to the complaint; or '- 92.1 Purpose and effective date. -(2) EII3S issues any finding in faVOP of g22 Application.the recipient, ' 92.3 H.elationship to other laws.<b) If E3FIS falls to. make afinding 92.4 DeSinitions.
'.within 180 days or issues a fiLding In X2.5 Assurances required....
favor of the reciplent,:FIIi3 shall;. 92.6 Remedial action and voluntary action.
(1) PPOmptly advise the Cpmplainant 

~2'~ ➢eslgnation of respon&fble employee .
of this fact; and and adoption of grievance procedures.

92.8 Notice requirement.'(2) Advise the complainant ofhia or
her right to bMnga civil action::for in-'Subpart 6-Nondiscrimination Provisionsjunctive relief; and
(3) Info17Y1 the complainant: 82.101 Discrimination prohibited.
(i) That the complainant may bring a Subpart C—SpecHic Applications to Healthcivil action-:only in a United States dis- Programs and Activities-. trictcourt forthe. district inwhich the

recipient. is found or transacts busi- 92.201 Meaningflxl access for individualstress; with limited English proficiency.
(ii) That a complainant prBvailing in 92.202 Effective communication for Sndivid- -

a civil action has 'the right to be 
uals withdisabiiities.

92203 Accessibility standards for buildingsawarded the costs of :the action, includ- aaa facilities.ing reasonable attorney's feea,but that 92.?A4 Accessibility of electronic ana infor-the complainant must demand these matron technology. ':costs in the.Complaint; 92.7A5 Requirement to-`make reasonable{iii) That before commencing the as modifications.
ti0n the complainant shall give 30 days .92.206 Egual program access on the basis of i
notice by: registered ,mail tp. the Sea 8e"'92.207 Nondiscriminationin healtL-related ~-retary, the Attorney. General of the 

d
- insuranceand other health related cowUnited Statee, and the recipient; crags. ~ 4(iV) That the notlCe must 6tate: the 92.208 Employer liability for discriminationalleged violation of the Aet; the relief in employee health berietit programs: sr2quested;`the coltrtin which the com- -92.209 Nondiscrimination on the basisof as-plainant is. bringing .the aotion; and, sociat~on.:.

whether or not attorney's sees. are de- 
k'manded in'the event the complainant Subpart D—Procedures

pPeVails; and 92.301Enforcement mechanlams.
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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.

APPENDIX A TO PART 92—SAMPLE NOTZCE 
IN-

FORMING INDIVIDUALS ABOUT NON-

DISCRIMINATION AND ACCE35IBILITY RE-

QUIfLEMENTB AND SAMPLE NONDISCRIMINA-

TION STATEMENT: DIBCRSMINATION IS

AGAtxsm TT[E Law'
APPENDIX B TO PART 92—SAMPLE TAGLINE

 IN-

FORMING INDIVIDUAL& WPPH LIMITS➢

ENGLISH PROFICIENCY OF LANGUAGE AS-

SISTANCE SERVICES

APPENDilC C TO PART 92—.SAMPLE SECT
ION

1557 OF THE AFFORDABLE CARE ACT GR
IEV-

ANCE PROCEDURE

AmrHORITY: 92 U.S.C. 18116, 5 U.S.C. 301.

5oURCE: 87 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.S.C. 18116), which prohibits dis-

crimination on the basis of race, color,

national origin, sex, age, or disaUility

in certain health programs and activi-

ties. Section 1557 provides that, except

as provided in Title I of the ACA, an in-

dividual shall not, on the grounds pro-

hibited under Title VI of the Civil

Rights Act of 1964, Titie IX of the Edu-

cation Amendments of 1972, the Age

Discrimination Act of 1975, or Section

504 bf the Rehabilitation Act of 1973, be

excluded 4om participation in, be da-

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-

cy or any entit9 established under

Tit1eI of the ACA. This part applies to

health programs or activities adminis-

tered by recipients of Federal financial

assistance' from the Department, Title

I entities that administer health pro-

grams or activities, and Department-

administered health programs or ac-

tivities. The effective date of this part

shall Ue July 18, 2016, except to the ex-

tent that provisions of this part re-

quire changes to health insurance or

45 CFR Subtitle A (10-i-16 Edition)

group health plan benefit design (in-

cluding covered benefits, beneflta limi-

tatlons orrestrictions, and cost-shar-

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.

§82.2 Application.

(a) Except as provided otherwise in

this part, this part applies to. every

health program or activity, any part of

which receives Federai financial assist-

ance provided or made available by the

Department; every health program or

activity administered by the Depart-

ment; and every health Program or ac-

tivity administered by a Title I entity..

(b)(1) Exclusions to the application of

the Age Discrunination Act of 1975, as

set forth at 45 CFR 81.3(b)(1), apply to

clauns of discrimination based on age

under Section 1557 or this part.

(2) Insofar as the application of any -

requirement under this part would vio-

late applicable Federal statutory pro-

tections for religious freedom and con-

science, such application shall not be

required.
(c) Any provision of this part held to

be invalid orunenforceable by its

terms, or as applied to any person or

circumstance, shall Ue construed so as

to continue to give maximum' effect to

the provision permitted by law, unless

such holding shall be one of utter invar

lidity or unenforceability, in which

event the provision shall be severable

from this part and shall not affect the

remainder thereof or the application of

the Arovlsion to other persons not

similarly situated or to other, dis-

similar circumstances.

§ 92.3 Relationship to other laws:

(a) Rule of interpretation. NeitherSec-

tion 1557 nor thispart shall be con-

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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RehaUilitation Act of 1973, the Age Dis- `services; ̀written materials; exchangecrimination Act of 1975, or thesegula- of written notes; telephone handsettions issued pursuanEto those laws '`amplifiers; assistive listening devices;_ (b) Otheriaws. Npthing in :this.part assistivelistening`systems; telephonesshall be construed 'to invalidate or ' compatible vrith hearing aids; 'closedlimit the rights, remedies, procedures, "captiondecoders; open and closed cap--. or legal standards available to individ- tinning, ' 'including "`real-time ̀  ,cap-_ uals underTitle VI bf the'Civil Rights tioning;..voice, teart, .and video-UasedAct of '`1964, Title 'VII of the Civiltelecommunication products andsys-Rights Act' of 1964, -the, Architectural terns, text telephones (TTYs),'Barriers Act of 1968; Title IX': of the videophones, and captioned telephones._ Education 'Amendments of1972, Sec- ar equally effective telecommuni-tions 504. or 508 of the Rehabilitation bations devices; videotext displays; as'Aet of 1973,'the Age Discrimination Act ` cessible -electronic -and information'of 1975, the;Americans with Disabilities 'technology;br other.'effective methods'Act of-1990, as amended by the Ameri- of making:aurally.delivered informs-cans with Disabilities Act Amendments ': tion available to individuals who`areAct of 2W8;'or other Federallaws or to:deaf or hardof hearing;supersede State or'local laws :that pro- ` (2) Qualified readerx; taped texts;videadditional psotectionsagainst dis- audio recordings; Braille materialsandcrimination on anysbasis .described in ' diaplayss screen reader softwaretmag-',§92.1. niflcation `software; :optical readers;
§92.4 Definitions, 

secondar9auditory ;programs; ':large
print materials; .accessible electronicAs usedn this part,the term-: and information technology; or otherI99I Stand¢rds means the X 19@i ADA 'effective methods of making visuallyStandardsfor AceessiUle Design,pub- .delivered materials available tondi-3ished at ;gppendix Ato 28 CFR;part 36 viduals wboare blind"or havelow vi-bn July 26,3991, and republished as ap- sion; 

-:pendix Dto 28 CFRpart 36 on Sep- '(3) Acquisition or modification oftember 15, SO10. equipment and devices,'and2010Standards means the 2010 ADA (4) Othersimilas services and ae-Standardsfor Accessible Design„as,de- tions.
fined at 28 CFR 35.104. Covered entity means:ACA :means the. Patient Protection (1) An entity that operates a. healthand Affordable Care .Act <Pub.:'IL. 111- 'program or activity, any part of which148, 124 Stat. 119 (2010) as amended by 'receives Federal financial assistance;.`the Health Care and Education Reo- "(2) Anentity establlsHed under Title. onciliation'Act o£ 2010, Pub. L: 111-152, I of the ACA that ailmnistersahealth:124 Stat. 1029 (codified in scatCered aeo- ':program or activity; andLions of U.S:C.)). ` {3) The Department. '-ADA means the Americans w~hDis- - Department means the U.S. Depart-abilities Act of 1990: (42 U.S.C.:12101 et ment of Health and HumanServices.seq.), as amended. 'Director means the bisector of the Of-Age means how old an individual is, flee forCivil Rights ::(OCR) of the De-or the number of elapsed years from partment.
the date of an individual's birth:' Disability means, with respect to' an' :Age Act means the'Age..Discrimina- 'individual, a physical or mental im-tion Act of 1975 (42 U: S.C. 6101 "et segJ, pairmentthat substantiallylimits oneas amended: or more major life activities of such-ln-'. Applicant means an. individual who dividual; arecord ofsueh an impair- -applies toparticipate in ahealth pro 'ment;'or bein6.regarded'as havingsuchgram or activity. an impairment, as .defined and con-' Auzitiary aids and services include: sti ued in the' Rehabilitation Act : 29(1) Qualified interpreters on-site. or U.S.C.705(9)(B), which incorporatesthe ,....through video remote interpreting 'definition"of disabilityin the6DA, 92(VRI) services, as defYned in28 CFR -U. S.C.12102, as amended. Where"this -35.104 and 36.303(b);'note takers; real- -part cross-references regulatory provi- -time computer-aided ..transcription signs that use .the term "'handicag,". _ £
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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 technology," or. any term

that replaces "electronic and informs.-,

tion technology," as it is defined in 36

CFR 1194.4.
Employee health 6enef{t program

means:
(1) Health benefits coverage or health

insurance coverage provided to em-

ployees and/or their dependents estab-

lished, operated, 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 Em-

ployee Retirement Income Security

Act of 1974. (ERISA), 29 - U.S.C.

1191b(a)(1)), third party administrator,

or health insurance issuer.

(2) An employer-provided or em-

ployer-sponsored wellness program;

(3) An employer-piovided health clin-

ic; or
(4) Long term care coverage Or insur-

ance provided or administered by an

employer, group health plan, third

party administrator, or health insur-

ance issuer for the benefit of an em-

ployer's employees.

Federal jtnancial 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

Federalgovernment provides or other-

wise makes available assistance in the

form oi:
(i) Funds;
(ii) 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 grop-

erty for lessthan fair market value or

for reduced consideration; and

(B) Proceeds from a subsequent

transfer or lease of such property if the

Federal share of its fair market value

is not returned to the Federal govern-

ment.
(2) Federal financial assistance the

Department provides or otherwise

makes available includes Federal 
fi-

nancial assistance -that the Depart-

45 CFR Subtitle A (10-t-16 Edition)

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 fluids ex-

tended by the Department to any enti-

ty providing health-related insurance

coverage for payment to or on behalf of

an individual obtaining health-related

insurance coverage from that entity or

extended by the Department directly

to such individual for payment to any

entity providing health-related insur-

ance coverage.

Federally-jaoiditated MarketplacesM

means the same as "Federally-facili-

tated F.~cchange" defined in 95 CFR

155.20.
Gender identity means an individua.l's

internal sense of gender, which may be

male, female, neither, or a combina-

tion of male and female, and which

may be difi'erent from an individual's

sex assigned at birth. The way an indi-

vidual expresses gender identity is fre-

quently called "gender exgreseion,"

and may or mag not conform to social

stereotypes associated with a par-

ticular gender. A transgender indi-

vidual is an individual whose gender

identity is different from the sex as-

signed to that person at birth.

Health Insurance Maiket7~lacesM

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 assisU

anceto individuals in obtaining health-

related services or health-related in-

surance coverage. For an entity grin-

tipsily engaged in providing or admin-

istering health services or health in-

suranee coverage or other health cov-

erage, all of its operations areconsid-

ered part of the health program or ac-

tivity, except as specifical79set forth

otherwise in this part. Such entities in-

clude a hospital, health clinic, group

health plan, health insurance issuer,

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 all of

the operations of a State Medicaid pro-

gram, a Children's Health Insurance
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Program, and the Bas9c Health Pro- {1) Ia proficient inspeaking and un-gram. derstanding bothspoken English .andHHS means the U:S. Department of at least one other spoken language, fn-I~Iealth and Human Seiwices. eluding any necessary apecialieed vo-- Individual with adisabi2ity means any cabulary, 'terminology and phrase-.`ndividuai who has a'disabilityas de- ology, and.
fined for the purpose bf Section 504 of ' (2) is able to effectively, accurately,the Rehabilitation Act of 7975,' 29 and impartially communicate directly'U.S.C. 705(20)(B}{F), as amended. with individuals ̀. with limited .EnglishWhere this pant cross-references regu- proficiency n their primary languages.latory :provisions applicable. to a Quatif~ed individual with a .disability- handicapped .-individual," "handi- means, with reaped to a health..pro-`cappedindividual"=means "individualgram oractivity, an individuaY with a ~ -:with -a disability":as definedin this -.~sabilitywho; with br without reason-section. 

able modifications to policies, prac-Individual with limited English pro- tices, or procedures, the removal.'of ar-f:ciency means anindividual whose pri- chitectural;`communcation, or'trans-mart' language for communication is
not English and who has a limited abil- 

portation ibarMera, or ̀the provision of
1ty to read,.write, speak, or understand 

awcihary aids and services, meets. the
English. essential eligibility requirements for
L¢ngu¢ge. ¢sssstance services may in 

'the receiptof aids, benefits, or services
elude, butare not limited ta 

-R~ered or.provided by the health pro-
(1) Oral language assistance, includ- 

~~or activity. ;`
ing interpretation in non-English lan- Qualijaed ynterPreter jor an individual
guagea provided in-person or remotely 

wpth a desa6alaty. (1) A qualified inter-
by a qualified interpreter ~'or an indi- 

preter for an individual with a dis-
vidual with limited English. pro- 

:ability means an interpreter who'via a
ficiency, and the use;of qualified bilin- 

remote interpreting service or an on-
.goal or multilingual .staff to commu- 

site appearance:
nicate directly with ::individuals with ~i> Adheres to generally accepted in-
limited English proficiency; `terpreterethics principles, including
(2) Written translation, performed by client confidentiality; and

a qualifiedtranslator, of. written con- '.: tii) is able to interpret effectively,
tent in paper or electronic form into accurately, ̀ and impartially; both re-
languages: other thariEngiish; and ceptively and expressively, using :any

{3) Taglines. necessary specialized vocabulary, ter-
Natzon¢2 :origin includes, but is not minolo~y and phraseology.

limited to,:an individual's, or hisor her (2) For a.~ individual with a dis-
ancestor's, .,place of origin (such as 'ability, quallfYed interpreters can sin-
country orworld region) or anindivid- elude, for example, sign languagenter
ual's manifestation of the ph9sical, Preters, octal transliterators (individ-
cultural, or linguistic characteristics GIs who represent or spell in the char-
of a national origin group. acters of ̀another alphabet), -andcued
An the basis. of sex includes, butts not language :transliterators {individuals

limited to'discrimination on`the basis `who represent or epell-by using a small
of pregnancy, false pregnancy, : termi- number of handshapes):.'
nation of pregnancy; or recovery there- Qua2ijeed 'dnterpreter jor an individual
from, childHirth or ̀ related ':medical with limited ̀ English projicien.cy means
'conditions,'sex stereotyping, and gen- an interpreter who'via aremoteinter-- der identity. preting service or an on-site: appear-

7'.. Qualified ' . bilinguaUmu2tiiinguad staff ance:
means a :member of a covered entity's (1) Adheres to generally accepted in-
vrox~kforce who is 'designated ;bythe terpreterethics principles,including - {.covered entity to provide orallanguage olient confidentiality;
assistance.-as past ofthe individuaPs `-(2) bas demonstrated proficiency ,in ~"•current, assigned job responsibilities .speaking and understanding both: spo- -- and who has demonstrated to the cow ken Englishand at least one other spo-ered entity that he or she: ken language; and
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(3) is able to interpret effectively, ao-

curately, and .impartially, both recep-

tively and expressly, to and from such

languages) and English, using any nec-

essary specialized vocabulary,. termi-

nology and phraseology.

Qualified translator means a trans-

lator wha.
(1) Adheres togenerally accepted

translator ethics principles, including

client confidentiality;

(2) has demonstrated proficiency in

writing and understanding both writ-

ten English and at least one other writ-

ten non-English language; and

(3) is able to translate effectively, ac-

curately, and impartially to and from

such languages) and English, using

any necessary specialized vocabulary,

terminology and phraseology.

Recipient means any State or its po-

litical subdivision, or any instrumen-

tality of a State or its 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 another recipient and

which operates a health program or ac-

tivity, including any subunit, suc-

cessor, assignee, or transferee of a re-

cipient.
Sect4on 504means Section 504 of the

Rehabilitation Act of 1973 (Pub. L. 93-

112; 29 U.S.C. 794), as amended.

Section 7557 means Section 1557 of the

ACA (42 U.S.C. 18116),

Sex stereotypes means stereotypical

notions of masculinity or femininity,

including expectations of how individ-

uals 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 that

gender. Sexstereotypes also include

endered expectations related to the

appropriate roles of a certain sex.

State-based Marketplace sM means a

Health Insurance Marketplace SM es-

tablished Uy a State pursuant to 45

CFR 155.100 and approved by the De-

partmentpursuant to 45 CFR 155.105.

45 CFR Subtitle A (1a-1-16 Edition)

T¢glines mean short statements writ-

ten in non-English languages that indi-

cate the availability of language as-

sistance 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 theCivil

Rights Act of 1964 (Pub. L. 88-352; 42

U.S.C. 2000d et seq.), as amended.

Title IX means Title IX of the Edu-

cation Amendments of 1972 (Pub. L. 9~

318; 20 U.S.C. 1681 et segj, as amended.

§92.6 Assurances required

(a) Assurances. An entity applying for

Federal financial assistance to which

this part applies shall, as a condition 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-

surance issuer seeking certification to

participate in a Health Insurance Mar-

ketplacesM or s State seeking approval

to operate a State-based Market-

piace sM to which Section 1557 or this

part applies shall, as a condition of cer-

~tification or approval, submit an assur-

ance, on a form specified by the Direc-

tor, that the health program or activ-

ity will be operated in compliance with

Section 1557 and this part. An appli-

Cant or entity may incoipoTate this as-

surance by reference in subsequent ap-

plications to the Department for Fed-

eral financial assistance or requests for

certification to participate in a Health

Insurance Marketplace sM or approval

to operate a State-based Market-

place sM.
(b) Duration of oblig¢tion. The dura-

tion of the assurances required by this

subpart is the same as the duration of

theassurances reciuired in the Depart-

ment's regulations implementing Sec-

tion 504, 45 CFR 84.5(b).

(e) Covenants. Vdhen Federal financial

assistance is provided in the form of

real property or interest, the same con-

ditions apply as those contained in the

Department's regulations imple-

menting Section 504, at 45 CFR 84.5(c);

except that the nondiscrimination obli-

gation applies to discrunination on all
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bases covered. under Section 1557 and to comply with and carry put its re-". .this part. `:sponsibilities underSection 1557`and
'thispart, including the investigation§92,6 Remedial action and voluntary of any grievance communicatedto itaction. 
alleging noncomgliance w1th Section

(a) Remedial action. (1) If the Director '155A or this part or alleging any action -" finds that a recipient orState-based that would' be .prohibited by Section
Maxketiplace sM ;has discriminated ` 1557 or this. part. For :the Department,
against an individual on .the basis of including <the 'Federally-facilitatedrace,.color, national origin, sexage, or Marketplaces, the. DirectorwilYUe
disability; in biolation of Section 1557 deemed the responsible employee under
or this part,such recipient or l8tate-. this section.
based :Marketplace sM shall take such (b) AdoptionoJ grievance. procedures.
remedial action as the Director may 'Each covered entity that smploys 15 or
require to overcome the effects of the. more persons shall ::'adopt grievance
discrimination. procedures that neorporate appro-
(2) Where a recipient is found to have - :priate due .process standards and that- discriminated .against an individual on <Provide for.:the.prompt and equitablethe basis of race, color, national origin, -resolution of grievances alleging any

sex, age,,.or disability, in violation of action that would be prohibitedby:Seo-
Section 1557 or this part, and where an- Lion 1557 or this part. For the DepaTt-

. `other recipient exercises control over anent„ including the Federally-facili-the recipient that has discriminated, stated Marketplaces, the procedures for
.the Director, whereappropriate, may addressing.:complaints of discrimina-
require either or both entities. to take -tion on the: grounds covered under Bea
remedialaction. Lion 1557 .or this part will be :deemed
-.. (3) The'Director may, where nec grievance..:procedures::under .this seo-
essar9 to overcome the effects ::of dis- tion.
crimination in violation of Seetion 1557
or this .part, require a recipient or ~ 92.8 Notice requirement.
State-based MarketplacesM to take re ta) Each covered entity sballtake;ap-medial action with respect to: <propriateinitial and,continuing;steps
(i) Individuals who are no longer par- to notify:beneficiaries;:enrollees,;appli-

ticipants ̀.in the recipient's or State- cants, and members of thepublic of thebased Marketplace sM's healthprogram -.following:. -
or activity.. but whowere participants Q) The covered entity does not.:dis-
in the health program er activity when criminate on the basis of race, .color,such discrimination occurred; or national origin, sex,.. age, or disability
(ii):Individuals who wouldhave been in its healthprogramsand activities; -participants in the health program or ; {2) The govered entity provides ap-

..activity had the discrimination not oc- propriate auxiliar9 aids and services,_ curred. including qualified interpreters for3n-
(b) Voluntary acfion. A covered entit9 dividuals with disabilities and informs-
ma9 take steps,in addition to any ac-.. tion inalternate formats, free. of
tion that is required by Section 1557 or charge and in a timel9 manner,. when.this part,to overcome the 'affeets of such aidsand servicesare necessary to
conditionsthat result or resulted in ensure anequal opportunity to partici-`limited participation in the covered en- gate to individuals with disabilities;
City's health programs or activities fiy (3) The covered entity provides Yan-
individuals on the tiasis of race; color, 'gunge assistance services, including
national origin, sex, age, ordisability.. translated ̀ documents 'and oral inter-

pretation,.free of charge and inatime-':4829 Designation ofresponsible em- 'ly manner,when suchservices are nec-ployeesnd adoption of grievance essary to provide meaningful access to -procedures. 
individuals with limited English 'pre I.'.(a)Designation ofresponsible employee.- ficiency;

...Each covered entity that emgloys 15 or '{4):How to obtantheaids and aerwmore persons shall designate at least ices in paragraphs (a)(2) and (3) of this. one employee to coordinate its efforts Section;
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(5) An identification of, and contact

information for, the responsible em-

ployee designated pursuant to §92.7(a),

if applicable;
(6) The availability 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 (f)(1) of

this section, post a notice that conveys

the information in paragraphs (a)(1)

through (7) of this section; and

(2)'As descriUed in paragraph (g)(1) of

this section, if applicable, post a non-

discrimination statement that conveys

the information in paragraph (a)(1) of

this section.
(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 informationin para-

graghs (a)(1) thro¢gh (7) of this seotion,

and the content of a sample non-

discrimination statement that conveys

the information in paragraph (a)(1) of

this section, in English and in the lan-

guages triggered by the obligation in

paragraph (d)(1) of this section.

(d) Within 90 days of the effective

date of this part, each covered entity

shall:
(1) Aa described in paragraph (f)(1) of

this section, post taglinesin at least

the top 15 languages spoken by individ-

uals with limited English proficienoy

of the relevant State or States; and

(2) As described in paragraph (g)(2) of

thfe section, if applicable, post taglines

in at least the top two languages spo-

ken by individuals with limited

English proficiency of the relevant

State or States.

(e) 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 obligation in paragraph

(d)(I) of this section.

(f)(1) Each covered enti tyskia,ll post

the notice required by paragraph(a) of

this section and the taglines required

45 CFR Subtitle A (10-i-16 Edition)

by paragraph (d)(1) of this section in a

conspicuously-visible font size:
(i) In significant puUlications and

significant communications targeted

to beneficiaries, enrollees, applicants,

and members of the public, except for

significant publications and significant

communications that are small-sized,

such as postcards and tri-fold bro-

chures;
(Si) In conspicuous physical locations

where the entity interacts with the

public; and
(iii) In a conspicuous location on the

covered entity's Web 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.

(g) Each covered entity shall post, in

a conspicuously-visible font size, in

significant publications and significant

communications that are small-sized,

such as postcards and tri-fold tiro-

chures:
(1) The nondiscrimination statement

requu ed by paragraph (b)(2) of this sec-

tion; and
(2) The taglines required by para-

graph (d)(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 6-Nondiscrimination

Provisions

§ 92.101 - Discrimination prohibited.

(a) General. (1) Except as provided in

Title I of the ACA, an individual shall

not, on the basis of race, color, na.

tional origin, sex, age, or disaUility, 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 892.208.

(b) SPecijic discrimtnato~y actions bra

hibited. Under any health program or

activity to which this part applies:

(1)(i) Each covered entity must com-

ply with the regulation implementing

554



Department of Health and Human Services § 92:1'01

Titie VI, at §80.3(U)(1) through (6) of (iv) Abovered entity may 'operate a- this suUchapter. sex-specific health program or activity(ii) No .covered entity sha11,'on the (a health program or activity .that isbasis of race, color,'or national. origin, 'restricted to members'of one sexj onlyaid orperpetuate. discrimination lif the covered entity can demonstrate:against any person by providing sig- an exceedingly persuasive ~uatification,nificant assistance to any entity or that is,that the sex-specific health'person that discriminates on the basis .:program or activity is substantialiy're-of race, color, or national origin in pro- lated to the achievement of an impor-viding any.'aid, benefit, or service to tant health-related or scientitYc objeo-beneficiaries of thecovered entit9's tive.-health program or activity.
(2)(i) Eaeh recipient. and State-based <4)(i) Each covered entity must. com-

MarketplacesM mustcomply. with the ply with the regulation implementing
regulation implementing Seetion 504, ..the Age Act, at §91.11(b) of this sub-
at §§ 84.4(b); 84.21 through 84.23(b), 84.31, chapter.
84.34, 84.37,, 84.38, .and 84.41 through ` {ii) No covered entity shall, on the
84.52(c) and 84.53 tluough 84.55 'bf this :basis of age; aid or perpetuate discruni-
subchapter: Where ̀this paragraph nation against any person by providing`crossxefei encea regulatory provisions significant..aseistance to any agency,': that use the term "recipient; ' the .organization, or person that discrimi-term "recipient or State-based Market- pates on the basis of age in providing'placesM" shall appl9 in its place:' any aid, .benefit, or :service to bens-.': (ii) The:Department, including the -.. ficiaries of-the covered entity's .healthFederally-facilitated Marketplaces, ,program oractivity.must comply with the regulation im- ;_(5) The enumeration of specific formsplementing .Section 504, at §§85.21(u), ,.:of discrimination in`-thisparagraph'85.41 through 85.42, and 85.44 through does not limit the...:generalfty-:of the ---- -- ----85.51 of this subchapter. .prohibition in paragraph (a) of this see-(3)(1) Each ooveredentity must com- flop.ply with the regulation implementing 

~c) The exceptions applicable to'TitleTitle IX, at §86.31(b)(1) through. (8> of ~ applg to discrimination on the basisthis subchapter. Where this paragraph , of race, color, or national origin undercross-references regulatory provisions ~:. this past.'The exceptions applicable tothat use :the term "student," ° "em-
plo9ee," or "applicant," these ̀ terms 'Section 504 :apply to discrimination`bn
shall be replaced with-."individual." the basis of'disabiHty under thispart.
" (ii) A covered entity may ̀not, di-' The exceptions :applicable to the Age
rectly'or throughcontractual ar other Act apply to discrimination on :the
'arrangements, utilize criteria or: meth- basis of age :under this'gart. Thesepro-'ods of administrationthat have'the ef- visions are found at:§§60.3(d), 84.4(c),'feet of subjecting .individuals ̀ to .die- 8521(c), 91.12, 91.15, and 91.17-.SS of this '...':criminationon the tiasis of sex;or have subchapter..
the effect bf defeating or substantially ': {d) Where the regulatory provisionsimpairingaccomplishment of the ob- referencedin paragraphs (b){3), ,:(b)(3),3ectives of the program with respect to :and (U)(4), and paragraph (c) of this sec-individualsion the basis of sex 'tion use the term "recipient," the-term'(iii) In determiningthe site or loca- <<covered entit9" shall app19 n ':1tstion o£ a facility, a covered entit9 may .'place. Where the regulatory provisionsnot make selections that have the ef- referenced in paragraphs (k)(1), (b)(3),feet of excluding individuals 2k~om, de- ~d.(b)(4) and paragraph.(c) of this sec-vying them the benefits of, or :sub- 

yjecting'them to discriminationunder 
tion use the terms "program or, activ-

any programs towhich this regulation 
ity" or :̀ .'program":, or "education; pro- ~.

applies, on'the basis bf sex; or with the gram," the..term ;`health program or %.
purpose or effect of defeating oi• sub- activity" shall apply. in their place. A
stantially impairing =the accomplish- 

€€.meat of the bb~ectivea of the program ~ Eor activity onthe basis of sex. 
_'
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Subpart C—Specific Applications
to Health Programs and Activities

§92.201 Meaningful access for individ-

uals with limited English pro-

ficiency.

(a) General requirement. A covered en-

tity shall take reasonable steps to 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) Ev¢luation of compliance. In evalu-

ating whether a covered. entity has met

ita 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 access

plan,that is appropriate to its par-

ticular ci~cumatances, to beprepared

to meet its obligations in §92.201(a).

(c) Language assistance services re-

quirements. Language assistance serv-

ices required 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 Englieh

proficiency.
(d) Specific requirements jor i~aterpreter

and translation services. Subject to para-

graph (a) of this section:

(1) A covered entity shall offer a

qualified interpreter to an individual

with limited English proficiency when

oral interpretation is a reasonable step

to provide meaningful access for that

individual with limited English pro-

ficiency; and -

(2) Acovered entity shalluse a quali-

fied translator when translating writ-

ten content in paper or electronic

form.
(e) Restricted use of certa4n persons to

interpret or facilitate communication. A

covered entity shall not: -

(1) Require. an individual with lim-

ited English proficiency to provide his

or her own interpreter;

45 CFR Subtitle A (10-1-16 Edition)

(2) Rely on an adult accompanying an

individual with limited English pro-

ficiency to interpret or facilitate com-

munication, except:
(i) In an emergency involving an im-

minent threat to the safety or welfare

of an individual or the public where

there is no qualified interpreter for the

individual with limited English pro-

ficiency immediately available; or

(ii) Where the individual with lunited

English proficiency specifically re-

quests that the accompanying adult in-

terpret or facilitate communication,

the accompanying adult agrees to pro-

vide such assistance, and reliance on

that adult for such assistance is appro-

priate under the circumstances;

(3) Rely on a 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 is no

qualified interpreter for the individual

with limited English proficienc9imme-

diately available; or

(4) Rely on staff other than qualified

bilingual/multilingual staff to commu-

nicate directly with individuals with

limited English proficiency.

(f) Vtideo remote inteTPreting services. 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, full-motion video and

audio over a dedicated high-speed,

wide-bandwidth video connection or

wireless connection thah delivers high-

quality video images that do not

produce lags, choppy, blurry, or grainy

images, pr 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 theindivid-

ual's Uody position;
(3) A clear, audible transmission of

voices; and
(4) Adequate training do users of the

teckuiology and other involved individ-

uals so that they may quickly and effi-

ciently set up and operate the video re-

mote interpreting.
(g) Acceptance of language ass4stance

services is not required. Nothing in this
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section shall be construed torequirean (b) Each facility orpart of a facilityindividual vrith limited Englislipro- in which health programs or activitiesficieney to accept language assistance..areconducted thatisconstructed or al-services. tered by or on behalf of, or forthe use
§92.202 Effective communication for 

°f, asMcipient or State-based.Market-
individuale with dieab3lities. ̀: Place in conformattce with the.1991

Standards or the 2010.Btandards as de-(a) A covered etttity shall take appro- fined in.§92.9 shall be deemed to. com-priate steps to ensure that communica- .ply with the requirements of this sec-Lions with individuals with disabilities 'tion and with 45 CFR 84.23(a) and..{b),`are as .'effective as'' communications cross-referenced in §92.101(b)(2)(ij. withwith others in health programs and ac- respect tothose facilities, if the oon-'tivitiea, in accordance withthe stand- ;.struction oralteration was commencedards found at 28 CFR 35.180. through on or before July 18,2016. Each facility35.164. Where the regulatory provisions or part of a facility.; in whicR health`referenced in this section usethe term .programs or actipiti@s are conducted- "public entity," theterm "covered en- that is constructed or.:altered by. brontits" shall apply m its place. behalf of, or. for the use of, a recipient- (b) A recipient or State-based Mar- or State-based MarketplacesM in con-ketplaceSMshall:provide appropriate formance with the Uniform Federal Ao-auxiliaryaids and services to persons ceasibflity:;.Standards: as defined -.inwith impaired sensory, manual, or §92.4, shaA be deemedto comply withspeaking skills, where necessary to af- the requirements of .this section andford such :persons aniequal opportunity ~,:ith 45 CFR 84.23(a) and (b), cross-ref-to benefit from the service in question. erenced in §92101<bj(2)(i) with respect
$92203 Accessibility standards far to those facilities, if the construction

buil~li»gs and facilities. was commenced before:July 18, 2016 and
{a) Eaeh faoility or;part of afacility 

such facility was not: covered by the
<in which health programs oractivities 

1991 Standards or 2010 Standards.
.are conducted that isconstructed or al- §82204 Accessibility of electronic andtered by or-on behalf of, or for the use ~o~~tion technology.og a recipient or State-based Market-
place$M shall comply with the 2010 <a) Covered entitiesshall ensure that
:Standards as defined. in §92.4,...if ..the:their healthprogramsor activities:pro-- construction or alte ation was com- vided through electronic and informa-
menced on or after July 18, 2016,..except tion technolog9 ~'e accessible toindi-
:that if a facility or pa t of a Facility in viduais with disabilities, unless tdoing
which health programs or activities are so would.result in 'undue.financial: and
conducted that is constructed:. or al- ~ministrative burdens or a .Funds-

'tered by or.'on behalf of, or for the use mental alteration in the nature bf theof, a recipient oi•. State-based Market- health programs or activities.'When': placesM, was not covered by ..the .2010. undue £financial and administrative'Standards prior to July 18,.2016, such bw'dens or'a fundamental alterationfacility oi•,part of a :facility shall com- exist, the covered entity shall prow;deply with the 2010 Standards, as flefined 'informationin a format other thanan'in §92.4, if ̀the construction was com-'.' electronic format thatwould notresult'menced after January 18, 2018.Depar- in such :undue financial and adminis-tuies from pai^t3cular technical and trative burdens or a fundamentaialter- sscoping requirements by the use of anon but 'would ensure, to the:`maY-other met5ode are permitted where imuxri extent possible,'that individuals -subatantially equivalent or greater ac- With disabilities receive the benefits or-. ceas to and usability of the facility is Services of the health program oractiv- F'provided.All newlyconstructed or ai-ity that are provided through':eleo-tered buildings or facilities subject to tronic and informationtechnology.-this section shall comply with ̀ the re `.(b).'Recipients and State-based Mar-- quirementsfor a "publicbuilding orfa- ketplaces shall ensure that ': theircility" as defined in Section 106.5 of the health programs and` activitiespro- ~'2010.Standards. ` vided through Web 'sites comply with f
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the requirements of Title II of the

ADA

§ 82.205 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 avoid 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(b)(7).

$92.206 Equalprogram access on the

basis of sea.

- A covered entity shall provide indi-

viduale equal access to its health pro-

grams or activities without discrimina-

tion on the basis of sex; and a covered

entit9 shall treat individuals con-

sistent 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, to 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 Nondiscrimination in health-

related insurance and other health-

related coverage.

(a) General. A covered entit9 shall

not, in.. providing or administering

health-related insurance or other

health-related coverage, discriminate

os the basis of race, color, national o
ri-

gin, sez, age, or disability.

(b) Discrzminatory actions prohibited. A

covered entity shall not, in providing

or administering health-related insu
r-

ance or other health-related coverage:

(1) Deny, cancel,limit, or refuse to

issue or renew ahealth-related insur-

ance plan or policy or other health-re-

lated coverage, or deny or limit cow

erage of a claim, or impose additional

cost sharing or other limitations or re-

45 CFR Subtitle A (10-1-16 Edffion)

strictions on coverage, on the basis of

race, color, national origin,.sex, age, or

disability;
(2) Have or implement marketing

practices or benefit designs that dis-

criminate on the Uasis 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

limit coverage of a claim, or imgose

additional cost sharing or other limita-

tions or restrictions on coverage, for

any health servicesthat are ordinarily

or exclusively available to individuals

of one sex, to a transgender individual

based 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 ordinaslly of exclu-

sively available;

(4) Have or Implement a categorical

coverage exclusion or limitation for all

health services related to gender trap-

sition; or
(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
(c) The enumeration of specific forms

of discrimination in paragraph (b) does

not limit the general applicability of

the prohibition in paragraph (a) of this

section.
(d) Nothing in this section is in-

tended to determine, ox restrict a cov-

ered entity from determining, whether

a particular health service is medically

necessary or otherwise meets app7ica-

Ule coverage requirements in any indi-

vidual case.

§ 92.208 Employer liability for dis-

crimination in employee health

benefit 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 benefitr

program only when:
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(a) The entity is principally 'engaged concerningdiscrimination on the basisin providing or administering ;health of race, color, national, origin, sex, and - -services, beaith insurance coverage, or disabilitydiscrunination underSectionother health covegage; 1557 or ths..part. These procedures are- (b) Theentity receives Federal. finan- found at '§§80.6 through 8011 ̀of. thiscial assistance a primary objective of subchapter.'and part61 ofthis sub-'which is tofund theentity's employee 'chapter.health benefit program; or ° (b) The procedural provisions appli-(c) The entity is not principally en- .cable to the Age Actapply with respect: gaged in providing'.or administering to enforcement actions concerning age`health services, health insurance cov- ' ~scrimination under.: Section .'1554 Torerage, or other health coverage;:but op- `this Bart, These procedures are Jfoundcrates a health .program or: activity, at §§91.41 through 9X.50 of this sub-which is not an employee health ben- ,chapter.efit program, that receives Federal fi-
nancial assistance; except that'.the en Zc) When a recipient fails to provide
tity is liable under :this part with re- "' OCR with.:requested :information. ins -
Bard to the provision or administration .timely, complete, and accurate..man-
-of employee health benefits ..only with ner,'OCR may find noncompliance with <respectto'theemployeesinthathealth'.Section 1557 and .initiate appropriate
program oractivity."- enforcement. procedures, including be-

ginning the processfoi fund suspension§92209 Nondiseainvnation oa the ' br termination and taking other actionbaeie o£aesociation. <authorized<by law.
A covered entity shall notexclude {d) An individual or entit9 maybringfrom participation in; deny the benefits 'a civil action to :challenge a violationof, or otherwise discriminate .against of Section 1557 or thispart in a.Unitedan individual or entity in its health `Statee District Court in which the ire-.'programs or activities on the basis of cipient or-State-based'Marketplace smthe race; color, national origin, sex, is found or transacts business.age, or disabilityofan individual with

whom the individual or entity is §92.303 Procedures for health..pro-known or believed to have a .relation-. gramaand activities administeredship or association. by the Department.

(a) This section applies to discrimi-SUbpdd' D—PfOC@dUP@S nation on the basis ofrace, color, na-
492.3D1 Enforcement mechanisms. 

tional origin, sex, age;:.or disability in
health..programs or activities adminis-(a) The::. enforcement mechanisms tered by the Department, including theavailable for an@ provided undei Title Federally-facilitated Marketplaces...VI of :the Civil Rights Act of 1964; Title '-fib) The procedural provisions appli-IX of the Education"`Amendments of ;cable to Section 504.aE §§85.61 through -.1972, Section 504 of..the Rehabilitation ,g5.62 of this subchapter shall ;applyAct of 1973, or the Age Discrimination ,kith respect to enfprcement actionsAct of 1975:sha11 apply far purposes of ,.against the: Department concerningSection 1557 as implemented by this discrimination on the basis of'race,part. 

.color, national origin, sex, age, or dis-(b) Compensatory damages for viola- 
abilit9 under Section .1557 or this part.tions of Section 155?'are available in

appropriate administrative and 3udicial 
mere this: section .cross-references

actions brou~'ht under this rule. regulatory .:provisions that use the
term "handicap," the term ``race,

X92.302 Procedures for health ro- color, national origin, :sex, age, or dis-
grams and activities conduc~ by abilit9" ~~1 app19 in its place. ' ~[recipients and State•based Market- (c) The.Department shalt perniiE ao-places. '. cess by OCR to its Hooka, records, ac-{a) The-procedural provisions:.appli- counts, other sources of information,cable toTitle VI agply with respect to and facilities as maybepertinent toadministrative '. enforcement actions ascertain compliance with Section 1557

..:559

4



Pt. 92, App. A 45 CFR Subtitle A (10-i-16 Edition)

or this part, Where any information re-

quired of the Department is in the ex-

clusive possession ofany other agency,

institution or individual, and the other

agency, institution or individual shall

fail or ref5xse 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-

Sorce compliance with Section 1557 or

this part. Information of a confidential

nature obtained in connection with

compliance evaluation or enforcement

shall not be disclosed except where

necessary under the law.

(d) The Department shall not intimi-

date, threaten, coerce, or discriminate

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 an 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 out the pur-

poses of Section 1557 or this part.

APPENDIX A TO PART 92—SAMPLE NO-

TICE INFORMING INDIVIDUALS ABOUT

NONDISCRIMINATION AND ACCES6I-

BILITY REQUIREMENTS AND SAMPLE

NONDISCRIMINATION STATEMENT:

DISCRIMINATION I3 AGAINST TFIE

LAW

[Name of covered entity] complies with ap-

plicable Federal civil rights laws and does

not discriminate on the basis of race, wlor,

national origin, age, disability, or sex.

[Name of covered entity] does not exclude

people or treat them differently because of

race, color, national origin, age, disability,

or sex. .
[Name of covered entity]:
• Provides free aids and services to people

with disabilities to communicate effectively

with us, such as:
o Qualified sign language interpreters .

o Wxtitten information in other formats

Qarge print, audio, accessible electronic for-

mats, other formats)
• Provides free language services to people

whose primary language is not English, such

as:
~ Qualified interpzeters
~ Information written Sn other languages

If you need these services, contact [Name

of Civil Rights Coordinator)
If you believe that [Name of covered enti-

Ly] has failed to provide these services or dis-

m~iminated in another way on the basis of

race, color, national origin, age, disability,

or sex, you can file a gMevanes with: [Name

and Title of Civil Rights Coordinator], (Mail-

ing Address], [Telephone number ], [TTY

number—if covered entity hes one], [Fax],

[Email]. You can fYle a grievance in person

or by mail, fax, or email. If you need help. fil-

ing a grievance, [Name and Title of Civil

Rights Coordinator) is available to help you.

You can also file a civil rights wmplaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights eleo-

tronically through the Office for Civil Rights

Complaint Portal, .available at httpsl/

ocrportalhhs.gov/ocrFportatAo66y.jsJ, or by

mail or phone at: U.S. Department of Health

and Human Services, 200 Independence Ave-

nue SW., Room 509F, HHH Building, Wash-

ington, DC 20201, 1-eW-368-1019, 800-697-7697

(TnD).
Complaint forms are available at hftp://

www. hhs.gov/ocr/o JJice/lile/index. htmi.
Nondiscrimination statement for signifi-

cant publications and signification commu-

nications that are small-sine:
[Name of covered entity] complies with ap-

plicable Federal civil rights laws and does

not discriminate on the basis of race, color,

national origin, age, disability, or sex.

[81 FR 31465, May 18, 2016; 81 FR 46613, July

SH, 2016]

APPENDIR B TO PART 92—SAMPLE

TAGLINE INFORMING INDIVIDUALS

WITH LIMITED ENGLISH PROFICIENCY

OF LANGUAGE ASSISTANCE SERV-

ICE9

ATTENTION: If you speak [insert lan-

guage7, language assistance services, free of

charge, are available to you. Call 1-zxx-~cx-

xx~t (TTY: 7-x~c-xxz-xxxx).

APPENDIX C TO PART 9`~SAMPLE SEC-

TION 1557 OF THE AFFORDABLE CARE

ACT GRIEVANCE PRACEDURE

It is the policy of [Name of Covered Entity]

not to discriminate on the basis of race,

color, national origin, sex, age or disab111ty.

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

Section 1557 of. the AffordaUle Care Act (42

U.S.C. 18116) and its implementing regula-

tions at 45 CFR part 92, issued by the U.S.

Department of Health and Human Services.

Section 1557 prohibits discrimination on the

tsars of race, color, national origin, sex, a.ge

or disability in certain health programs and

560



Department of HeaRh and Human Services Pt. 93
activities. Section 1557 and its implementing person can file a complaint of discriminationregulations may be e~.mined in Lhe officeof electronica119 through the Office for C1vi1[Name and Title of Sectioa 1557 Coordi- Rights Complaint Portal, which is availablenator7, [Malling AddressL [Telephone- num- at: https://ocrportal.hhs.gov/ocr/port¢U(o6by9sLber7, [TTY numbet~f covered entity has or by mail or phone at: U.S. Department ofoneJ: [Fax7, [Emall], who has been designated Health and Human Services, 200 Independ,to coordinate the efforts of CName of Covered ence Avenue $W., Room 509F, HHFI Building,Entity? to comply with Section 1552 Washington, DC 2020EAny person who believes someone has been Complaint forms are available at: http.7/aubjeeted to discrimination on the basis of wv~w.hhs.9av/ocr/oJjice/Ide/indu.hfml. - BucL.race, color, national origin, sex, age or dis- complaints must be tiled within 180 days ofability may file a grievance under this.proce- the date of the alleged discrimination. -dure. It is againay the law for [Name of Cov- (Name of covered entity] will make appro-Bred Entity] to zetaliate against anyone who priate arrangements to ensure that individ-oppoaes discrimination, riles a grievance, or ~~e with disabilities and individuals wftLparticipates in the investigation of agMev- limited English prof5ciency are provided aux-ance. 

diary aids and services or language assist-Procedure: 
ante .services, respectively, if needed to par-.Grievancesmust be submitted - to the ticipate in this grievance process. Such ar-Section 1557 Coordinator within (60days) of rangements maY include, but are not limitedtLe date the person filing the grievance be- to, providing qualified interpreters, pro-

- oomesaware of. the alleged discriminatory viding taped cassettes of material for indi-action. 
viduals with low vision, or asanring a bar-• A complaint mssst be in writing, eon- - tier-free location for .the proceedings. Thetwining the name. and address of the person gectios 1557 Coordinator will be responsibleSlling it. The complaint must state the prob- for such arrangements.lem or action alleged to be discriminatoryanfl the remeay or relief sought. 
pART 93-NEW RESTRICTIONS ON

.The Section 1557 Coordinator (or her/his
designee) sha11 conduct an investigation of [pBB~(JG - -the complaint. This Investigation maY be in-
formal, but it will be thorough,atfordSng all 

SUbpOd A—G0D2fg1Snterestedpereons anopportunitytosuhmit- evldencerelevant totlie complaint.TheBec- Sec.tion 1557 Coordinator will maintain the files 83.100 Conditions on use of fltnds.and records of [Name of Cooered Entity] re- 83.105 Definitions.lating to such grievances. To the extent pos- 93.110 Certification and disclosure.Bible, and in accordance with applicable ]aw,
the Section 1557 Coordinator will take appro- 

SUbpad B—ACfiVifiES by OWf1 Empbyl>@5priate steps topreserve the confidentiality
of files and records zelating. to grievances 93.?AO Agency and legfslatfve liaison.and will share .them only with those who 83205 Professional and technical services.have a need to know. 

93.210 Reporting.. 1'he Section 1557 Coordinator will issue a
written decision on the grievance, based on a SubpCd C-ACtiVit185 by Ofh2f fha~i Owlpxeppnderance of the evidence, no later than 

Employ@Bb30 days. after3ts flHng, including a notice to
the complainant of tLeir right to pursue fur- 83.300 Professional and technical services.ther adm~niatrative or legal remedies.• The person filing the grievance may an- Subpart D-fena~ies and EntoreemenTpeal the decision of the Section 1557 Coordi-
nator by writing to the (Administrator/Chief 93.400 Penalties.Fxecntive -0fficerBoard of :Directors/etc.) 93.405Penalty procedures.within 15.daye of receiving the Section 155? 93.410 Enforcement.Coorflinator's decision. The (Administrator/
Chief Executive Officer/Board of Directors/ Subptld E--EX2IT7pfio115 }etc.) shall issue a written decision in re-
aponse to the appeal no later than 30 days 93.500 Secretar9 of Defense.affier its filing.
The availability and use of this grievance SUbpOrt F—Agency RBpOdSproceduredoes .not prevent a person from

pursuing other legal or administrative rem- 93.600 Semi-annual compilation.
ediea, incl 

k
uding filing a complaint of fire- 83.605 Inspector General repprt.

crimination bn the basis of race, color, na-- ArrENDis A m0 PART 93--CrRmIFicATloa RE-tional origin, sex, age or disability in court GnxDINc LosaYLvcor with the U.S. Department of Health and ArpeND~ B To PnitT 93—DiscnosmtE FORMHuman Services, Office for Civil Rights. A To REPoam Lo&sYrnc
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Title 45 -> Subtitle A -, Subchapter B -~ Part 144 -+ Subpart A -. §144.103

Title 45: Public Welfare
PART 144—REQUIREMENTS RELATING TO HEALTH INSURANCE COVERAGESubpart A-General Provisions

§144.103 Definitions.

"For purposes of parts 146 (group market), 147 Ygroup and individual market), 148 (individual market), and 150(enforcement) of this subchapter, the following definitions apply unless otherwise provided:

A~fiation period means a period of time that must expire before health insurance coverage provided by an HMO becomeseffective, and during which the HMO is not required to provide benefits.

App/icab/e State authority means, with respect to a health insurance issuer in a State, the State insurance commissioner orofficial orofficials designated by the State to enforce the requirements of 45 CFR parts 146 and 148 for the State involved withrespect to the issues

Beneficiary,has the meaning given the term under section 3(8) of the Employee Retirement Income Security Act of 1974(FRIBA), which states, "a person designated by a padicipant, or by the terms of an empbyee benefit plan, who is or maybecome entitled to a benefit° under the plan.

Bona fide association means, with respect to health insurance coverage offered in a State, an assodation that meets thefollowing conditions.

(1) Has been actively in existence for at least 5 years.

(2) Has been formed and maintained in good faith forpurposes other than obtaining insurance.
(3) Does not condition membership in the association on any health status-related factor relatlng to an individual {includingan employee of an employer or a dependent of any employee).

{4) Makes health insurance coverage offered through the association available to all members regardless of any healthstatus-related factor relating to the members (or individuals eligible for coverage through a member).
(5) Does not make health insurance coverage offered through the association available other than in connection with amember of the assoaation.

(6) Meets any additions! requirements that may be imposed under State Jaw. ,•
Church plan means a Church plan within the meaning of section 3{33) of ERISA.

COBR,4 definitions:
s

(1) COBRA means Title X of the Consolidated Omnibus Budget ReconciliatiogAct of 1985, as amended.
(2) COBRA continuation coverage means coverage, under a group health plan, that satisfies an applicable COBRAcontinuation provision. .

(3) COBRA continuation provision means sections 601-608 of the Employee Retirement Income Security Act, section49808 of the Internal Revenue Code of 1986 (other than paragraph (~(1) of such section 49808 insofar as it relates to pediatricvaccines), or Title XXII of the PHS Act.

(4) Continuation coverage means coverage under a COBRA continuation provision or a similar State program. Coverageprovided by a plan that is subject to a COBRA continuation provision or similar State program, but that does not satisfy all therequirements of that provision or program, will be deemed to be continuation coverage if it allows an individual to elect to 3continue coverage for a period of at least 18 months. Continuation coverage does rwt incl~e coverage under a conversion
f

httpsJ/w~vw,ecFcgoWcgi-bin/teM-tdx?SID=3977ca79b17b1b556d9ecdcfl3f88c58&mo--We&node=se45.1J44 1103Rrgn=div8 116
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policy required to be offered to an individual upon exhaustion of continuation coverage, nor does k include continuation.-coveragepnderthe Federal Employees Health Benefits Program.

(5) Exhaustion pf COBRA continuation coverage means that an individual's COBRA continuation coverage ceases for anyreason other than either failure of the individual to pay premiums on a timely basis, or for cause (such as making a fraudulentclaim or an intentionalmisrepresentation of amaterial fact in connection with the plan). An individual is considered to haveexhausted COBR,4 continuation coverage if such coverage ceases—

(i) Due to the failure of the employer onother responsible entity to remR premiums on a timely basis;
(ii) V1~hen the individual no longer resides, lives, or works in the service area of an HMO or similar program., (whether oc notwithin the choice of the individual) and there is no other C06RA continuation coverage available to the individual; or
(iii) When the individual incurs a clam that would. meet or exceed a lifetime limit on all benefits and there is no otherCOBRA continuation coverage available to the individual

(6) Fachaustion of continuStion coverage means #hat an individual's continuation coverage ceases for any reason other thaneither failure of the individual to`pay premiums on a timely basis; or for cause;(such as making a ftaudWent claim or anintentional misrepresentation of a material fact in connection with the plan). An individual is considered to have exhaustedcontinuation coverage if—

{i) Coverage ceases due to the failure of fhe employer or other responsible entity fo remit premiums on a timely basis;
{ii) When the individual no longer resides, Iives or works in a service area of an HMO or similar program (whether or notwithin the choice of the individual) and there is no other continuation coverage available to the individual; or
{iii) When the .individual incurs a claim that would meet or exceed a lifetime limit on all benefits and there is no othercontinuation coverage. available fo the rindividuaL

..Condition means a medical condition.

Creditable coverage has the meaning given the. term in 45 CFR 146:113(a).

Dependent means any individual who is or may become eligible for coverage under the terms of a group health planbecause of a relationship to a participant.

_ Eligible individual, for purposes of—

(1) The group market provisions in 45 GFR part 146, subpart E, is defined in 45 CFR 146J50(b); and
(2) The individual market provisions in 45 CFR part 148, is defined in 45 CFR 148.103.
Employee has. the meaning given the term under section 3(6) of ERISA, which states, "any individual employed by anemployers

Employer has the meaning given the term under section 3(5) of ERISA, which states, "any person acting directly as anemployer, or indirectry in the interest of an employer, in relation to an employee benefit plate; and inGudes a group arassociation of employers acting for an employer in such capacity.";

Enroll meant to become covered for benefits under a group health plan (that is, when coverage becomes effective),without regard to when the individual may have completed or filed any forms that are required in order to become covered..unAor f6> nl~n Fnr }tile ni imnea ~n inAivir7i i~l uihn hoe ho~i}A rnuciano nniiw~ n nrm ~n 6n~~Y6 oleo .c a.....ile..l tl.. sFe ..1.~..

electioq by a padicipant, or the intlividual beoomes covered without an election

Enrollment date means the first day of coverage ot, if there is a waiting period, the first day of the waiting period. ff anindividual receiving benefits under a group heakh plan changes benefit packages, or if the plan changes group health insuranceissuers, the individual's enrollment date does not change.

ER/SA stands for the Employee Retirement Income Security Act of 1974, as amended (29 U.S.C. 1001 et seq.).
Excepted benefds, consistent for purposes of the-

(1) Group market provisions in 45 CFR part 146, subpart D, is defined in 45 CFR 146.145(6); and
(2) lntlividual market provisions in 45 CFR part 148, is defined in 45 CFR 148.220.'

https://www.ecfcgovlcgi-bin/text-idx?SID=3977ca79bflti9b556d9ecdcff3t88c58&mc=true&node=5e45.1.1~ 11033rgn=div8 2/6
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Federal govemmentaf plan means a governmental plan
 established or maintained for its employees by the

 Government of

the United States or by any agency or instrumentality o
f 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 untler the plan antl, in the case of an individu
al coveretl by health insurance coverage in the 

individual market, the

first day of coverage under the policy or contract:

Genetic information has the meaning specified in §146.
122(a) of this subchapter:

Governmental plan means a governmental plan within the 
meaning of section 3(32) of ERISA.

Group health insurance coverage means health ins
urance coverage offered in connection with a group 

health plan.

Group health plan or plan means a group health plan 
within the meaning of 45 CFR 146J45(a).

Group market means the market for health insurance c
overage offered in connection with a group health p

lan.

Heath insurance coverage means benefits consisting o
f medical care (provided directly, through insurance

 or

reimbursement, or otherwise) under any hospital or medica
l service policy or certificate, hospifal or medica

l service plan

contract, or HMO contract offered by a health insuranc
e issuer. HeaRh insurance coverage includes group hea

lth insurance

coveCage, individual health insurance coverage, and sh
ort-term, limited-duration insurance.

Health insurance issuer or issuer means an insurance 
company, insurance service, or insurance organization 

(including an

HMO) that is required to be licensed to engage in the b
usiness of insurance in a State and that is subject t

o State law that

regulates insurance (within the meaning of section 514(b)(
2) of ERISA). This term does not include a group 

heaHh plan.

Health maintenance organization or HMO means—

(1) AFederally qualified health maintenance organization 
(as defined in section 1301(a) of the PHS Act);

(2) An organization recognized under State law as a health
 maintenance organization; or

(3) A similar organization regulated under State law for 
solvency in the same manner and to the same exte

nt as such a

health 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 ins
urance coverage offered to individuals in the individual 

market, but

does not include short-term, limited-tluration insurance.
 Individual health insurance coverage can include depe

ndent coverage.

Individual market means the market for health insuranc
e coverage offered to indivitluals other than in conne

ction with a

group health plan, or other than coverage offered pursuant
 to a contract between the health insurance iss

uer with the Medicaid,

Children's Health Insurance Program, or Basic Health prog
rams.

Internal Revenue Code means the internal Revenue Co
de of 1986, as amended (Title 26, United States Code)

.

Issuer means a health insurance issuer.

Large emp/oyer means, in connection with a group hea
Fth plan with respect to a calendar year and a plan 

year, an

employer who employed an average of at least 51 empl
oyees 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 Iarge employer by sub

stituting "101

employees' for "51 employees." In the case of an e
mployer that was not in existence througlwut the prece

ding calendar year,

the determination of whether the employer is a larg
e employer is based on the average number of emplo

yees that it is

reasonably expected the employer will employ on busi
ness days in the current calendar year.

Large group market means the health insurance ma
rket under which individuals obtain health insurance co

verage (directly

or through any arrangement) on behalf of themselves (
and their dependents) through a group health plan 

maintained by a Iarge

employer, unless otherwise provided under State l
aw.

Late enrollee means an individual whose enrollment in 
a plan is a late enrollment

Late enrollment means enrollment of an individual unde
r a group hea@h plan other than on the earliest date on

 which

coverage can become effective for the individual under
 the terms of the play; or through special enrollment

. (For rules relating

to special enrollment and limited open enrollment, see 
§§146.117 and 147.104 of this subchapter.)Jf an in

dividual ceases to be

eligible for coverage under a plan, and then subsequent
ly becomes eligible for coverage under the plan, 

only the individual's

most recent period of eligibility is taken into accoun
t in determining whether the individual is a late enrollee u

nder the plan with

htfps:/lwww.ecir.govlcgFbiNtext-idz?S1~=3977ca79bt
7b1b556d9ecdcff3f88c58&mc=Uue&node=se45.1.144_1103

&rgn=div8 3B
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respectto the most recent period of coverage. Similar rules apply.. if an individual again becomes elig(ble for coverage followinga suspension of coverage that applied generally under the plan.

Medical care means amounts paid for-

(1) The diagnosis, cure, mitigation, treatment, or prevention of disease, or amounts paid for the purpose of affecting anystmcture or function of the body;

{2) Transportation primarily for and essential to medical care refeRed to in paragraph {7) of this definition] and
{3) Insurance covering medical care referred to in paragraphs. (1) and (2J of this definition.

Medical condition or condition means any condition, whether physical or mental, including, but not limited to, any conditionresulting from illness, injury (whether or not the injury, is accidental), pregnancy, or congenital malformation. However, genetic.information is not a condition.

Networ/c plan means health insurance coverage of a health insurance issuer under which the financing and delivery ofmedical care (including items antl services paid for as medical care) are provided, in whole or in part; through a defined set ofproviders under contract with the issues

Non-Eederat govemmenta! plan means a governmental plan that is not a Federal governmental plan.

Participant has .the meaning given the term under section 3(7) of ERISA, which States, "any employee or former employee.of an employer, or any.. member or former member of an employee organization, who. is or may become eligible to receive abenefit of any type from an employee benefit plan which covers employees of such employer or members of such organization,or whose beneficiaries may be eligible to reoeive any such benefit;"

PNS Act stands for the Public Health Service Act (42 U.S.C. 201 et seq.j.'

Placement, orbeing p/aced,'for adoption means the assumptlon and retention of a legal obligation for total or partial

it adoption with such person ends upon the termination of such Iegal obligation.

Plan means, with respect to a product, the pairing of the health insurance coverage benefits under the product with aarticularcost-sharing structure, provider network, and service area. The product oomp~ises all plans offered with those~aracteristics and the'combination of the service areas for all plans offered within a product constitutes the total service area of
subchapter;-

{1) The plan will be considered to be ftie same plan if iY.

(i) Has the same, cost-sharing structure as before the modification, or any variation in cost sharing is solely related tochanges,in cost or utilization of medical care, ar is to maintain the same metal tier level described in;sections 1302(d) and {e) ofthe Affordable Care Act;

(ii) Continues to cover a majority of the same service area; and

(iii) Continues to cover a majority of the same provider network: For this purpose, the plads provider network on the firstdaK of the plan year is compared with the plan's provider network on the first day of thepreceding plan year(as applicable).
(2) The plan will :not fail to be treated as the same,plan to the eutent the modifications) are made uniformly and solelypursuant to applicable'Federal and State requirements if—

(i) The modification is made within a reasonable time period after the imposition or modification of the Federal or Staterequirement:

(ii) The modification is directly related to the imposition or modification of the Federal or State ~equiremerrt.
(3) A State may permit greater changes fo the cost-sharing structure, or designate a lower threshold for maintenance of thesame provider network or service. area for a plan to still be considered the same plan.

plan sponsor has the meaning given the term unde[ section 3(16)(8) of ERISA, which states, "(i) the employer in the caseof an employee benefit plan established or maintained by a single employer, (ii) the employee organization in fhe case of a planestablished or maintained by an employee organization, or (iii) in the case of a plan established or maintained by two or moreemployers or jointly by one or more employers and one or more employee organizations, the association, committee, jointboard of trustees, br other similar group of representatives of the parties who establish or maintain the plan."
httpsl/wvvd.ecG.gov/cgi-biNtext idx?SID=3977ca79bf/b1b556d9ecticff3f88c58&m~true&node=se45.t.t44_NO3&rgn=div8 416
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Plan year means the year that is designated as the plan year in t
he plan document of a group health plan, except that if the

plan document does not designate a plan year or if there is no pl
an document, the plan year is—

(1)The deductible or limit year usetl under the plan;

(2) If the plan does. not impose deductibles or limits on a yearly basi
s, then the plan year is the policy year,

(3) If the plan does not impose deductibles or limits on a yearly b
asis, and either the plan is not insured or the insurance

pWicy is not renewed on an annual basis, then the plan year is th
e employer's taxable year; or

(4) In any other case, the plan year is the calendar year.

Policy year means, with respect to—

(1) A grandfathered health plan offered in the individual health in
surance market and student health insurance coverage,

the 12-month period that is designated as the policy year in the p
olicy documerrts of the health insurance coverage. If there is

no designation of a policy year in the policy document (or no such p
olicy document is available), then the policy year is the

deductible w limit year used under the coverage. If deductibles or 
other limits are not imposed on a yearly basis, the policy year

is the calendaryear.

(2) A non-grandfathered health plan offered in the individual health 
insurance market; or in a market in which the State has

merged the individual and small group risk pools, for coverage issued 
or renewed beginning January t, 2014, a calendar year

for which health insurance coverage provides coverage for healt
h benefits.

Preexisting condition exclusion means a limitation or exclusion o
f benefits (including a denial of coverage) based on the

fact thafthe condition was present before the effective date of co
verage (or if coverage is denied, the date of the denial) under

a group health plan or group or individual health insurance cover
age{or other coverage provided to Federally Higible

individuals pursuant to 45 CFR part 148), whether or not any medical 
advice, diagnosis, care, or treatment was recommended

or received before that day. A preexisting condition exdusion inc
ludes any limitation 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 t
he deniaq under a group health plan, or group or individual

health insurance coverage (or other coverage provided to Federa
lly eligible individuals pursuant to 45 CFR part 148), such as a

condition identified as a result of a pse-enrollment questionnaire or 
physical examination given to the individual, or review of

medical records relating to the pre-enrollment period.

Protluct means a discrete package of health insurance coverage
 benefits that are offered using a particular product

network type (such as health maintenance organization, preferre
d provider organization, exclusive provider organization. point

of service, or indemnity) within a service area,. In the case of a pr
oduct that has been modified, transferred, or replaced, the

resulting new product will be considered to be the same as the m
odified, transferred, or replaced product if the changes to the

modified, transferred, or replaced product meet the standar
ds of §146.1520, §147.106(e), or§148.122(8) ofthis subchapter

(relating to uniform modification of coverage), as applicable.

Public health plan has the meaning given the term in 45 CFR 146
.113(a)(1)(ix).

Short-term, limited-duration insurance means health insurance c
overage provided pursuant to a contract with an issuer

that:

(1) Has an expiration date specified in the contract (taking into
 account any 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 ma
terials provided in connection with enrollment in such

coverage in at least 14 point type the following: "THIS IS NOT QU
ALIFYING HEALTH COVERAGE ("MINIMUM ESSENTIAL.

COVERAGE") THAT SATISFIES THE HEALTH COVERAGE RE
QUIREMENT 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 heakh plan w
ith respect to a calendar year and a plan year, an

employer who employed an average of at least 1 but not more th
an 50 employees on business days during the preceding

calendar year and who employs at least 1 employee on the fist 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 employ
er is a small employer is based on the average number of

employees that it i5 reasonabty expected the employer will employ on
 business days in the current calendar year.

Mtps:/M1'.~ww.ecfr.gov(cgi-binflext-idu?SID=3977ca79bf7b1b556d~Jecdcff3f8
8c58&rt~tr~&node=5e45.1.144_1103&rgn=div8 
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Sma1/group market means the health insurance market under which individuals obtain health. insurance coverage (directlyor through any arrangement) on behalf of themselves {and their dependents) through a group heakh plan maintained by a smallemployer.

Specia/ enrol/meirt means enrollment in a group health plan or group heath insurance coverage urnier the rights describedin 45 CFR 146.117.

State means each of the 50 States, the District of Columbia, Puerto Rico, the Virgin Islands, Guam, American Samoa, andthe Northern Mariana Islands; except that for purposes of part 147, the term does not include Puerto Rico, the virgin Islands,Guam, American Samoa; and the Northern Mariana Islands.

SEate health benefits risk pool has the meaning given the term in 45 CFR §146.113(a)(1)(vii).
Student health insurance coverage has the meaning given the term in §147.AA5.

Trave/insurance means insurance coverage for personal risks incident to; planned (ravel, which may include, but is notlimited to, interruption or cancellation of trip or event, loss of baggage or personal eitects, damages to accommodations orrental vehicles, and sickness, accident, disability, or death occurring during travel, provided that the health benefits are notoffered on'a stand-alone basis and are incidental to other coverage. For this purpose, the term travel insurance does notinclude major medical plans that. provide comprehensive med'~cal protection for travelers with Mps lasting 6 months or longer,inGuding, for example, those working overseas as an expatriate or military personnel being deployed.
Waiting period has the meaning given the term in 45 CFR 147:116(b).

[69 FR 78781, Dec. 30; 2004, as amended at 74 FR 51688, Oct 7, 2D09; 75 FR 27138; May 13, 2010; 75 FR 37235, June 28, 2010; 7'IFR 16468, Mac 21, 2012; 78 FR 65091, Oct. 30, 2013; 7&FR 10313; Feb. 24, 2D14; 79 PR 13833, Mar. 11; 2014; 79 fR 14151, Mar. 12,2014; 79 FR 30335, May 27, 2014; 80 FR 10861, Feb. 27, 2015; 80 FR72274; Nov. 18, 2015; 81 fR 13333, Mar. 8, 2016; 81 FR75326,Oct 31, 2016; &i FR 94172, Dec: 22, 2016]

Need assistance?

Y

z''
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Title 45: Public Welfare

PART 147—HEALTH INSURANCE REFORM REQ
UIREMENTS FOR THE GROUP AND INDIVI

DUAL HEALTH INSURANCE

MARKETS

§147.102 Fair health insurance premiums.

(a) In general Witty respect to the premium 
rate charged by a health insurance issuer in ac

cordance with §156.80 of this

subchapter for health insurance coverage offered 
in the individual or small group market—

(7) The rate may vary with respect to the parti
<xilaz plan ~ coverage ihvolved only by determ

ining the folbwing:

(i) Whether the plan or coverage covers an 
individual or family.

(ii) Rating area, as established in accordance
 with paragraph (b) of this section. For purpos

es of this paragraph (a), rating

area is determined—

(A) In the individual 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 (a)

(1)(ii)(B), principal business address means t
he principal business address registered with the 

State or, if a principal business

address is not registered with the State, or is registered 
solely for purposes of service of process and i

s not a substantial

worksite for the policyholder's business, the busin
ess address within the State where the greates

t number of employees of such

policyholder works. If, for a network plan, the grou
p policyholder's principal business address is n

ot within the service area of

such plan, and the policyholder has employees wh
o 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 t

he greatest number of

employees work as of the beginning of the pla
n year. If there is no such business address, th

e rating area for purposes of the

network plan is the rating area that reflects where
 the greatest number of employees within the 

plan's service area live or reside

as of the beginning of the plan year.

(iii) Age, except that the rate may not vary by 
more than 3:1 for kke individuals of different ag

e who are age 21 and older

and that the variation in rate must be actuarially ju
stified 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 adjus

tment under this paragraph and

the age band under paragraph (d) of this section a
pplicable to a specific enrollee, the enrollee's a

ge as of the date of policy

issuance or renewal must be used.

(iv) Subject to section 2705 of the Public Health S
ervice Act and its implementing regulations (r

elated to prohibiting

discrimination based on health status and pro
grams of heath promotion or disease preventi

on) 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 purpose
s of this section, tobacco use means use of to

bacco on average four or more

limes per week within no longerthan 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 term

s of when a tobacco 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 provide

d in paragraphs (b)(3) and

(b)(4) of this section, for purposes of applying
 this section and the requirements of title XXVI

I the Public Health Service Act and

title I of the Patient Protection and Afforda
ble Care Act

(2) If a state does not establish rating areas as 
provided in paragraphs (b){3) and @)(4) of this

 section or provide

information on such rating areas in accordanc
e with §147.103, or CMS determines in accord

ance with paragraph (b)(5) of this

section that a state's rating areas under parag
raph (b)(4) of this section are not adequate, th

e default will be one rating area for

each metropolitan statistical area in the state and 
one rating area comprising all non-metropolita

n stadsfical areas in the state,

as defined by the Office of Management and Budg
et

fittps:/lwww.echgov/cgLbiNte~ct-idu?SID=3977ca79bflb1b556
d9ecdcK3f88c588mcFfrue&rwde=se45.1.747 1102&rgn=div8
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(3) A state's rating areas must be based on the following geographic boundaries: Counties, three-digit zip codes, ormetropolitan statistical. areas and non-metropolitan statistical areas, as defined by the Office of Management and Budget, andwill be presumed adequate if either of the following conditions are satisfied:

(i) The state established by law, rule, regulation, bulletin, or other executive action uniform rating areas for the entire stateas of January 7.2013.

(ii) The state establishes by law, rule, regulation, bulletin, or other executive action after January 1, 2013 uniform rating:areas forthe entire state that are no greater in number than the number of metropolitan statisticalareas in the state plus one.
(4) Notwithstanding paragraph (b)(3) of This section, a state may propose to CMS for approval a number of rating areas thatis greater than the number described in paragrapM;(b)(3)(ii) of this section, provided such reting areas arebased on thegeographic boundaries specified,in paragraph (b)(3) of this section.

(5) In determining whether the rating areas established by each state under paragraph (b)(4) of this section are adequate,CMS will consider wteffier the state'srating areas are actuarially justfied, are not u~airly discriminatory, reflect;significantdifferences in health care unit costs, lead to stability in rates over time, 8pply uniformly to all issuers in a market; and are basedon the geographic boundaries of counties, three-digit lip codes, ormetropoli4an statistical areas and non•metropoiitan statisEicalareas.

{c) App/ication of variations based on age or tobacco use, With respect to family coverage under health insurancecoverage,;the rating variations permitted under paragraphs (a)(1)(ii) and (a)(1)(iv) of this section must be applietl based on theportion of the premium attributatile to eachfamily member covered under the coverage.'

(1) Per-memberrating. The total premium for family coverage must be determined by summing the premiums for eachindividual family member. With respect to family members under the age of 21, the premiums for no more than the three oldestcovered children must be taken into account in determining the total family premium.

(2) Family tiers under community rating If a state does not permit any rating variation for the factors described in

tiers and the corresponding multipliers, the permember-ratlng methodology under paragraph (c)(1) of this section will apply inthat state.

(3) Application to sma//group market-(i) In the case of the small group market, the total premium charged to a grouphealth plan is determined by summing the premiums of covered participantsend beneficiaries in accordance with paragraph (c){1) or (2) of this section, as applicable.

(ii) Subject to paragraph (c)(3)(iii) of this section, nothing in this section prevents a state from requiring issuers to otter to agroup health plan, or art issuer from voWntarily offering to a group heaRh plan, premiums that are based on average enrolleepremium amounts, provided tfiat the total group premium established at the time of applicable enrollment at the beginning of theplan yeatis the same total amount derived in accordance with paragraph (c)(1) or (2) of this section, as applicable.
{iii) Effective for plan years beginning on or after January 1, 201 S, an issuer that, in connection with a group healtli plan inthe small: group market, offers premiums that are-based on average Qnroliee premium amounts underparagraph (c)(3)(ii) of thissection must—

(A) Ensure an average enrollee premium amount calculated based on applicable enrollment of participants andbeneficiaries at the bgginning of the. plan year does not vary during the. plan year. .

(B) Unless a state establishes and CMS approves an alternate rating metfiodology, calculate art average enrollee premiumamount for covered indroiduais age 21 and older, and calculate an average enrollee premium amount for covered individuals 4under age 21. The premium for a given family composition is determined by summing the average enrollee premium amountapplicable to each family member covered under the plan, taking into account no more than three covered children under age21.

(C) Pursuant to applicable state law, ensure that the average enrollee premium amount calculated for any individualcoveretl under the plan does not inGude any rating variation for tobacco use permitted under paragraph (a)(1j(iv) of thissection. The rating variation for tobacco use permitted under paragraph (a)(1)(iv) of this section is determined based on thepremium rate that would be applied on aper-member basis with respect to an individual who uses tobacco and then included iqthe premium charged forlhat individual

t(D) To the extent permitted by applicable State law and, in the case of coverage offered through a SHOP, as permitted by .the SHOP, apply this paragraph (c)(3)(iii) uniformly among group health plans enrolling in that product, giving those grouphealth plans the option to pay premiums based on average enrollee premium amounts.
httpsJlww~.v.ecfrgov/cgi-biNtezt idx?SID=3977ca796flb1b556d9ecdcff3f88c58&mc=(rue&node=se45.t.t47_1102&tgn=tliv8 " 2/3
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(d) Uniform age bands. The following uniform ege ban
ds appty for rating purposes under paragraph (a)(1)(

iii) of this

section:

(1) Child age bands. (i) For plan years or policy years 
beginning before'January 1; 2018, a single age ban

d for individuals

age 0 through 20.

(ii) For plan years or policy years beginning on or a
fter January 1, 2018:

(A) A single age band for individuals age 0 through 14:

(B) One-year age bands for individuals age 15 thr
ough 20.

(2) Adult age bands. One-year age bands for individua
ls age 21 through 63.

(3) Oder adult age bands. A single age band for indivi
duals age 64 and older

(e) Uniform age rating curves. Each State may establis
h a uniform age rating curve in the individual or

 small group market,

or both markets; for rating purposes under paragraph 
(a)(1)(iii) of this seclion. If a State does not establis

h a uniform age rating

curve or provide information ortsuch age curve in a
ccordance with §147.103, a defaulf 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 rafing variation permitted for age under 
State Jaw.

(~ Special yule for large group market, If a state permit
s health insurance issuers that offer coverage in 

the large group

market in the state to offer such coverage through an E
xchange starting in 2017, the provisions of this sect

ion applicable to

coverage in the small group market apply to all cov
erage offered in the large group market in the state

.

(g) Applicability date. The provisions of this section
 apply for plan years (in the individual market, polic

y years) beginning on

or after January 1, 2014.

(h) Grandfathe~ed health plans: This section does not appl
y to grandfathered health plans in accordance w

ith §147.140.

(78 FR 13436, Feb. 27, 2013, as amended at 78 FR 54
133, Aug. 30, 2013; 79 FR 13834, Mar. 11, 2014; 81 FR

 12334, Mar. 8, 2016; 81

FR 94173, Dec. 22, 2016; 83 FR 17058, Apr. 17, 2018] .

Neetl assistance?

t61psJ/Www.ecfi:govkgi-binfte~ct-idx?SI~3977ca79
bf/bib556d9ecdcff3f88c58&mc=frue8node=se45.1.147
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Title 45 -~ Subtitle A --~ Subchapter B -. Part 147 -. §147.106

Title 45: Public. Welfare
PART 147—HEALTH)NSURANCE REFORM REQUIREMENTS FOR THE GROUP AND INDIVIDUAL HEALTH INSURANCEMARKETS

§747.706 Guaranteed renewability of coverage.

(a) Genera/ nde. Subject to paregraphs (b) through {d) of this section, a health insurance issuer offering health insurancecoverage in the individual, small group, or ia~ge group market is required to renew or continue in force the coverage at theoption of fhe plan sponsor or the individual, as applicable.

(b) Exceptions. An issuer may noorenew or discontinue heakh insurance coverage offered in the group or individual market'based Dory on one or"more of the followings;

(1) Nonpayment of premiums. The plan sponsor or individual, as applicable, has failed to pay premiums or contributions inaccordance with the terms of the health in9urance coverage, including any timeliness requirements.

(2) Fraud. The. plan sponsor or individual, as applicable, has,perFormed an act or practice that constitutes fraud or made aninterrtionai misrepreserrtation of material fact. in conneFtion With 4he coverage:

(3) Violation ofparticipation or conbibuGon rules. (n the case of group heaNh insurance coverage, the plan sponsor hasfailetl to comply wfth a material play provision relating #o empbyercontributioh or group participation rules, pursuant toapplicable state law. For purposes of this paragraph the following apply:

(i) The term "employer contribution nsle ,meads a requiremen#{elating to the minimum level or amount of employercontribution toward tfie premium for enrollment of participants and beneficiaries.

(ii) The term "group participatipn mle' means a requirement relating to the minimum numbs[ of oarticivants'or beneficiariesthat must be enrolled in relation to a specified percentage or number of eligible individuals ar employees of an employee
{4) Termination of product The issuer is ceasing to offer coverage in the market in accordance wdh paragraph (c) or (d) ofthis section and applicable State Iaw.

(5) Enro/lees'movement outside service area. For network plans, there is no longer any enrollee under the plan who lives,
_.case of the small group market, the issuer applies the same criteria it would apply in denying enrollmerrt in the plan under§147.104(c)(1)(ij; provided the issuer provides notice in accordance wkh the requirements of paragraph (c)(1 j of this section.

(6) Association membership ceases. For coverage made available in the small ar large group market only through one ormore bona fide assoaakions, i(the employer's membership in the bona fide asspciation ceases, but only'rf the coverage isterminated uniformly without regard M any heaPN~ status=related factor relafi~g io any covered individual
I..l'n:.... ..6 ........... ..ed;....M~.....d....t 1.. ..................u..M ~..:..~..... a.....r~., a. s...__ a_..' 'm" _ ''le _' ' __'~_'..

onerea m the group or mamnuai mancer, mat product may be disconunuea'ny the issuer m accomance with applicable atatelaw }in the applicable market only ff the following occurs: 
R

(7) TNe issuer provides notice in writing; in a form and manner specified py the Secretary, to each pia sponsor or rindividual, as applicable, provided that particular product in that market (and to ail participants and 6eneficiaHes coveretl undersuch coverage) of the discontinuation at least 90 calendar days before the date the coverage will be discontinued.
(2) The issuer offers to suds plan sponsor or Individual, as applicable, provided that particular product the option, on a'guaranteed availability basis, to purchase all. (or, in the case of the large group. market, any) other heaNh insurance coverage.currently being offeretl by the issuer to a group health plan or individual health insurance caverage in that market. - F
(3) In exercising the option to discontinue that product and in offering the option of coverage untler paragraph (c)(2) of thissection, the issuer acts uniformly without regard to the claims experience of those sponsors or individuals, as applicable, or any s,

F,httpsJ/www.ecfr gov/cgs-bin/teal-idx?SID=397ha7~Yfi16556d9ecr1cN3f88c58&me=tros&node=5e45.1.147 1706&rgn=dNB ~/3
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health status-related factor relating to any participants or bene
ficiaries covered or new paAicipants or beneficiaries wh

o may

become eligible for such coverage:

(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 i

f—

(i) The issuer provides notice in writing to the applicable stat
e authorityand to each plan sponsor or individual, as

applicable, (and ail participants and beneficiaries covered un
der the coverage) of the discontinuation at least 1 SO

 calendar days

prior to the date the coverage will be discontinued; and

(ii) All health insurance policies issued or delivered for i
ssuance in the state in the applicable market (or markets

) are

discontinued and not renewed:

(2) An issuer that elects to discontinue offering all health 
insurance coverage in a market (a markets) in a state as

described in this paragraph (d) may not issue coverage in th
e applicable market (or markets) and state involved duri

ng the 5-

year period beginning on the date of discontinuation of the la
st coverage hot renewed.

(3) For puryoses of this paragraph (d), subject to applicable 
Statelaw, an issuer will not be considered to have

discontinued offering all health insurance coverage in a 
market in a State if-

(i) The issuer (in this paragraph referred to as the initial 
issuer) or, if the issuer is a member of a controlled group

, any other

issuer that is a member of such controlled group, offers and 
makes available 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 in

itial 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. referr

ed to as the

new product) in the applicable market in the State, even 
if such product is not considered in accordance with §144.10

3 of this

subchapter to be the same product as 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 referr
ed to as the discontinued product);

(B) Subjects such new product or products to the- applicable process and requirements established under
 part 154 of this

tiNe as if such process and requirements applied with respec
t to that product or products, to the extent such process 

and

requirements are otherwise applicable to coverage of the sa
me type and in the same market; and

{C) Reasonably identifies the discontinued product or produc
ts that correspond to the new product or products fo

r purposes

of the process and requirements applied pursuant to parag
raph (d)(3)(ii)(B) of this section.

(4) For purposes of this section, the term controlled gro
up means a group of iwo or more persons that is treated 

as a single

employer under sections 52(a), 52(b), 414(m), or 414(0)
 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) O
nly at the time of coverage renewal may issuers modify the 

health

insurance coveragefior aproduct offered to a group health p
lan or an individual, as applicable, in the following:

(i) Large group market.

(ii) Small group market if, for coverage available in this mark
et (other than only through one or more bona fide

,associations), the modification is consistent with State I
aw and is effective uniformly among group health plans with t

hat

product

(iii) Individual market if ttie modification is consistent wit
h State law and is effective uniformly for all individuals 

with that

product.

(2) For purposes of paragraphs (e)(1)(ii) and (iii) of this 
section, modifications made uniformly and solely pursuant to

applicable Federal or State requirements are considered
 a uniform modification of coverage'rf:

(i) The modification is made within a Yeasonable time pe
riod after the imposition or modification of the Federal or Sta

te

requirement; and

(ii) The modification is directly related to the imposition or mod
ification of the Federal or State requitement.

(3) Other types of modifications made uniformly are con
sidered a uniform modification of coverage if the health 

insurance

coverage for the product in the individual or small group
 market meets all of the following criteria:

https:!/w~nv.ecfr.gov/cgi-biNteM-idz?SID=3977ca~9bf/b1b5
56d9ecdcff3f88c58&m~true&node=se45.t.147 1~06&rgn=div8 
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(i) The product is offered by the same health insurance issuer (within the meaning of section 2791(b)(2) of the PHS Ad); orif the issuer is a member of a controlled group (as described in paragraph (d)(4) of this sectiorij, any other health insuranceissuer that is a member of such controlled group);

(ii) The product is offered as the same product netwo[k type (for example, heakh maintenance organization, preferredprovider organization, e~cGusive provider organization, point of service, or indemnity);

(iii) The product continues to cover 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 ielated to chahges in cost and utilizatlon of medical care, or to maintain the same metal tier level describedin sections 1302(d) and (e) of the Affordable Care Act; and

(v) The product provides the same povered benefits, except for any changes in benefits that cumuiativety,impact the plan-adjusted index rate (as described in §756.80(d)(2) of this subchapter) for any plan within the product within an allowablevariation of t2 percentage points (not inGuding changes pursuant fo applicable Federal or State requirements).
(4) A State may only broaden the standards in paragraphs (e)(3)(iii) and {iv) of this section.
(~ Notice of renewal of coverage. (1) If 2n issuer io the individual market is renewing non-grandfathered coverage as

annual open enrollment period in a form and manner speafied by the Secretary.

{2) If an issuer in the small group market is renewing coverage as described in paragraph (a) of this sec#ion; or uniformly..modifying coverage as descriped in paragraph (e) of this section, the issuer must provide to each plan sponsor written notice ofthe renewal at least 60 calentlat days before the da4e of the coverage will be renewed in a form and`manner speed by theSecretary:..;

covered plan, or areinsurance-eligible plan experiences a change;of ownersfiiq as recognized by the State in which the plan isoffered, the issuer must notify HHS in a manner specified by HHS; by the latest of—

(1)The date the transaction is entered into; or

(2) The 30th day,prior to the effective date of the transaction.

{h) Construction:. (1) Nothing in this section should be construed to require an issuer to renew or continue in force coverege:for which continued eligibility would otherwise be prohibited under applicable Federal law.

(2) Medicare entitlement or enrollment is not a basis to nonrenew an individual's health insurance coverage in theindividual market under the same policy or corrtract of insurance.

(i) Application to coverage offered oMy through associations: 1n the case of Mealth insurence coverage that is madeavailable'by a health insurance issuer in the small orlarge group market to employers onty througfi one or more associations,the reference to "plan sponsor° is deemed, wRh respect to coverage provided to an employer member of the association; toinGude a reference to the employee

(j) Applicabi/ity tlate. The provisions of this section apply for plan years (in the individual market,. policy years) beginning onor after January 1, 2014.

(k) Grandfathered heath plans. This section does not apply to grandfathered health plans in accordance with §147.94Q
[78 FR 13437, Feb. 27; 2013, as amended at 78 FR 65092, Oct 30, 2013; 79 FR 30339, May 27, 2014; 79 FR 42985, July 24, 2014; 79FR 53004, Sept. 5, 2014; 80 FR 10862, Feb: 27, 2015; 81 FR 94173, Dec. 22, 2016]

Neetl assistance?

r
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PART 147—HEALTH INSURANCE REFORM REQUIREMEN
TS FOR THE GROUP AND INDIVIDUAL HEALT

H INSURANCE

MARKETS

§147.128 Rules regarding rescissions.

(a) Prohibition on rescissions—(1) A group health plan; o
r a health insurance issuer offering group or individua

l health..

insurance coverage, must not rescind coverage under th
e plan, or under the policy, certificate, or contract of i

nsurance, with

respect to an individual (inGuding a group to which t
he 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

individuaq performs an aet; practice, or omission that
 constitutes fraud, or makes an intentional misreprese

ntation of material

fact, as prohibited by the terms of the plan br covera
ge: A group health plan, or a health insurance issuer 

offeting group or

individual health insurance coverage, must provide at Lea
st 30 daysadvance written notice to each participant

 (in the individual

market, primary subscriber) who would be affected b
efore coverage may be rescinded under this paragra

ph (a)(1), regardless

af, in the case of group coverage, whether the coverage 
is insured or self-insured, or whether the rescission a

pplies to an entire

group or only to an individual within the group. (The rules
 of this paragraph (a)(1) apply regardless of any conte

stability period

that mag otherwise apply)

(2) For purposes of this section, a rescission is a can
cellation or discontinuance of coverage that has retr

oactive eiYect. For

example, a cancellation that treats a policy as void fr
om the time of the individuaCs or group's enrollment is

 a rescission. As

another example, a cancei~ation that voids benefits p
aid up to a year before the cancellation is also a resc

ission for this

purpose. A cancellation or discontinuance of coverage 
is not a rescission if —

(i) The cancellation or discontinuance of coverage ha
s only a prospective effect;

(ii) The cancellation or discontinuance of coverage is
 effective retroactively, to the event it is attributable t

o a failure to

timety pay required premiums or contributions (inGuding 
COBRA premiums) towards the cost of coverage;

(iii) The cancellation or discontinuance of coverage is 
inAiated by the individual (or by tfie individual's authorized

representative) and the sponsor, employer, plan, or i
ssuer does not, directly or indirectly, take action to 

influence the individual's

decision to cancel or discontinue coverage retroactively o
r otherwise take any adverse action or retaliate a

gainst, interfere with,

coerce, intimidate, or threaten the individual; or

(iv) The cancellation or discontinuance of coverage is 
initiated by the Exchange pursuant to §155.430 of this su

bchapter

(other than under paragraph (b)(2)(iii) of this section).

(3) The rules of this paragraph (a) are illustratedby t
he following examples

Example 1. (i) Facts. Individual A seeks enrollment in an insur
ed 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 fa

ct. The plan requires A

to complete a questionnaire regarding A's prior medical h
istory, which affects setting the group rate by fhe health i

nsurance issuer. The

questionnaire complies with the other requirements of this par
t and part 146 of this subchapter. The questionnaire

 includes the following

question; "Is there anything else relavant to your health that w
e should know?" A inadvertently fails to list that A visited a psy

chologist on

two occasions, six years previously. A is later diagnosed 
with breast cancer and seeks benefits under the plan. On

 or around the same

time, the issuer receives information about A's visits to the psy
chologist, which was not disclosed in the questionnaire.

(ii) Conclusion. In this Example 1, the plan cannot rescind 
A's coverege because A5 failure to disclose the visits to t

he psychologist

was inadvertent. Therefore, it was not fraudulent or an intenti
onal misrepresentation of material fact.

Example 2. (i) Facts. An employer sponsors a group heal
th plan that provides coverage for employees who work at lea

st 30 hours per

week. Individual B has coverage under the plan as a 
full-time employee. The employer reassigns 8 to a part-t

ime position. Under the

terms of the plan, B is no longer eligible for coverage. Th
e plan mistakenly continues to provide health coverage, c

ollecting premiums from

8 and paying claims submitted by 8. After a routine audit, the
 plan discovers that B no longer works at feast 30 ho

urs per week. The plan

rescinds 8's coverage effective as of the date that 8 changed
 from afull-time employee to apart-time employee.

(ii) Conclusion. Inthis-Example 2, the plan cannot rescind 
85 coverage because there was no fraud or an intentional

misrepresentation of material fact. The plan may cancel c
overage for B prospectively, subject to other applicable Federa

l and State laws.

https://w~uW.ecfr.gov/cgFbiNtext-idx?SID=3977ca79bflb76556d~JecdcN3
f88c58&mc=true&node=5e45.1.147 1128&rgn=div8 
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(b) Compliance with other requirements. Other requirements of Federal or State law may appty in connection with arescission of coverage.

(c) Applicability date. The provisions of this section are applicable to group health plans and health insurance issuers forplan years (in the individual market, policy years) beginning on or after January 1, 2017. Until the applicability date for thisregulation,pians and issuers are required to continue to comply vrith the cortespooding segtfons of 45 CFR parts 144;146 and147, contained in the 45 CFR, parts 1 to 199, edition revised as of October 1, 2015.

[80 FR 72277. Nov. 18. 2015]
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§1522 De(nkions.

For purposes df this part the folbvring definitions apply:

Creditable wverage means coverage of an individual as defined in
 section 270~(c)(1) of fhe.Public Health Service Act as of March 

23, 2010 and 45 CPR 146At3(a)

(1).

Enrollee means an individual receiJing cove2ge from a PCIP established
 under Mis section.

lawlulN Presentmeans 
..

(1) A qualifed alien as defined in section 431 0(fhe Personal Resp
onsibility and Work Opportunity Act (PRWORA) (8 U.S.C.1641);

{2) M alien in nonimmigrant status who has not violated the terms 
of the staNs under which he or she was admitted or M which he or

 she has changed after

admission;

(3) M alien who has been paroled iMo the United States pureua~t 
to section 212(d)(5) of the Immigration and Nationality Ad pNA) 

(e U.S.C. 1182(tl)(5)) for less

than 1 year, except for an alien parWed for prosecution, for defertetl inspe
ction or pending removal proceedings;

(4) An alien who belongs to one of the foll~ng lasses:

(i) Aliens curtently in temporary resident status pursuant to section
 210 or 245A of the INA (8 U.S.C. 1180 or 1255a, respectivel

y);

(ii) Aliens curtently under Temporary Protected Shatus (TPS) pureu
ant to section 244 of the INA (8 U.S.C. 1254a), and pending

 appl"wants for TPS who have been

92nted employment euMorizalion;

(iii) Aliens who have been g2Med employment authorizaibn under 
e CFR 274a.12(c)(9), (10), (16), (18), (20), (22), or (24):

(iv) Famiry Unity benefiUaries pursuant to section 301 of Public law 
101.649 as amended;

(v) Aliens curtently under Deferted Enforced Departure (DED) purs
uant to a derision made by the President;

(vi) Aliens currently in deferted action status;

(vii) Aliens whose visa petkions have been approved and who have
 a pending application for adjustment of status

(5) A pentlirg applicant for asylum under section 206(a) W the INA
 (e U.S.C. 1158) or for withhWtliog of removal under section 241(b)(

3) of the INA (8 U.S.C. 1237)

or under the Convention Against Torture who has been granted emp
loyment aufhoNzation, and such an applicant under the age 

of 14 who has had an application

perWing for at least 180 days;

(6) An alien who has been grented wttbholding M removal under th
e Conventipn Against Todure; or

(7) A child who has a pending application for SpeUal immig2nt Juvenile
 status as described in section 101(a)(21)(J) of the IN

A (8 U.S.C. N 01(a)(2~(J)).

(8) E~cception. M individual with deferred action under the Departm
ent of Homeland Security's deterted action for ch~dhood arrivals process,

 as described in the

Secretary of Homeland Security's June 15, 2012, memorandum, sh
all not beconsidered to be lawfullypresenf with respect fo a

ny of the above categories in pa2graphs

(1j throu8h (7) of this definition.

OUAof-pocket costs means the sum of the annual deductlWe and th
e other annual outvf-pocket expenses, other than fa premiums, re

quired to be paid under the

Pm9ram.

Pre-E~cistinq conddion ezGusion has the meaning given such term i
n 45 CFR 144.103. -

P~e-Existing Condition Insurence Pkn (PCIP) means the temporar
y high risk health Insurance pool plan (sanelimes rEferted to 

as a "qualified high risk pool') that

provides coverege in a State, or combination of States, in ac
cordance with the requirements of section 1101 of the Aflortlable C

ere Act and this part. The term °PCIP

prog2m" isgeneralty used to desuibe the national program the Sec
retary is charged wRh carrying out, under which States or no

n-pmt enitties operate indiNdual

PCIPs.

Resident means an individual who has beenlegally domicile
d in a State.

Service Area refers to the geog2phic area encompassing an entire State 
or States in which PCIP furnishes benefits.

State refers each of the 50 States and rite District of Columb
ia

[I5 FR 45029, July 30, 2010, es emended at 77 FR 52616, Aug. 30, 201
2)
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Title 45 -+ Subtitle A -. Subchapter B --. Part 155 -~ Subpart K -. §755.1080

Title 45; Public Welhare
PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLECARE ACT
Subpart K—Exchange Functions: Certification of Qualified Health Ptans

§155.1080 Decertification of QHPs.

(a) Definition. The following definitioq applies to this section:

Decertitfcation means the termination by fhe F~cchange of the certification status and offering of a QHP.
(ti) Decerti~ca6on process. Except with respect to multi-Sfatepfans and CO-OP QHPs, the Exchange must establish aprocess for fhe decertification of QHPs, which, at a minimum, meets the requirements in this section.
(c) Qece~t~cation by tf~e Exchange. The Exchange may at any time decertify a health plan if the Exchange determines thatthe QHP issuer is no longer in compliance. with the generel certification criteria as outlined in §155,1000(c).
(d) Appeal ofdece~cafion. The Exchange must estat~lish a process for the appeal of a decertification of a QHR
{e) Notice of decertification. Upon decedification of a QHP, the F~cchange must provide notice of decertification to ehaffected parties, inducting: -

{t) The QHP issuer,

(2) Exchange enrollees in the QHP who must receive information about a special enropment period, as described in§155.420.

(3) HHS; and
.

(4) The State depattrnent of insurance.

[77 FR 18467. Mac 27.2012, as amended at 77 FR 31575, May 29.2012]
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Title 45 --~ Subtitle A —. Subchapter B --~ Part 155 —. S
ubpart A --~ §155.20

Title 45: Public Welfare

PART 155—EXCHANGE ESTABLISHMENT STAN
DARDS AND OTHER REIATED STANDARDS UNDER

 THE AFFORDABLE

CARE ACT
Subpart A—General Provisions.

8155.20 D~nitions.

The following definitions apply to this part:

Advance payments of the premium tax credit means 
payment of the tax cred'A authorized by 26 U.S.C. 36B 

and its

implementing regulations, which are provided on an ad
vance basis to an eligible individual enrolled in a Q

HP through an

Exchange in accordance with section 1412 of the A
ffordable Care Act.

Affordable Care Act means the Patient Protection 
and Affordable Care Act of 2010 (Pub. L. 111-148), as 

amended by the

Health Care and Education Reconciliation Act of 2
010 (Pub. L 111-152).

Agent or broker means a person. or entity licensed
 by the State as an agent, broker or insurance producer

.-

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.

Applicant means:

(1) M individual who is seeking eligibility for him or 
herself through an applicatlon submitted to the Exchan

ge, excluding

those individuals seeking eligibility for an exemption ft
om the individual shared responsibility payment pur

suant to subpart G of

this part, or transmitted to the Exchange by an agency
 administering an insurance affordability program f

or at least one of the

following:

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

(ii) Medicaid, CHIP;. and the BHP, if applicable.

(2) For SHOP:

(i) An employer seeking eligibility to purchase cove
rage through the SHOP; or

(ii) An employer, employee, or a former employee 
seeking eligibility for enrollment in a QHP through the S

HOP for himself

or herself and, if the qualified employer offers depe
ndent coverage through the SHOP, seeking eligibil

ity to enroll his or her

dependents in a QHP through the SHOP.

ApplicaBon filer means an applicant, an adult who is in
 the applicants household, as defined in 42 CFR 435.

6030, or

family, as defined in 26 CFR 1.36B-1(d), an authorized
 representative of an applicant, or if the applicant i

s a minor or

incapacitated, someone acting responsibly for an appli
cant, excluding those individuals seeking eligibility 

for an exemption from

the individual shared responsibility payment pursu
ant to subpart G of this part

Benefit year means a plendar year for which a he
alth plan provides coverage for health benefits.

Catastrophic plan means a health plan described i
n section 1302(e) of the ABordable Care Act.

Code means the Internal Revenue Code of 1986.

Cost sharing means any expenditure required by o
r on behalf of an enrollee with respect to essential healt

h benefits; such

term includes deductibles, coinsurance, copayments, 
or similar charges, but excludes premiums, balance 

billing amounts for

non-network providers, and spending for non-covered 
services.

https:l/www ech:gov/cgibiNteut-idx?SID=3977ca79b1
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Costshanng reductions means reductions in cost sharing for an eligible individual enrolled in a sliver Ievei plan in theExchange or for an individual who is an Indian enrolled in a QHP in the Exchange.

Educated health. care consumer has the meaning .given fhe term in section 1304(e) of the Affordable Care Act.
E/igible emp/oyer-sponsored p/an has the meaning given the term in section 5000A(~(2) of t8e Code.
Employee has the meaning given to the term in section 2791 of the PHS Act.

Employer has the meaning given to the term in section 2791 of the PHS Act, except that such term includes employers withone or more employees. All persons treated as a single employer under subsection (b), (c), (m), or (o) of section 414 of theCode are treated as one employee

employer-sponsored- benefit madeby the employer including those made by salary reduction agreement that is excluded fromgross income.

Enrollee means a qualified individual or qualified employee enrolled in a QHP. Enrollee also means the dependent of aqualified employee 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. Provided that at least one employee enrolls in a QHPthrough the SHOP, enrollee also means a business owner enrolled in a QHP through the SHOP, or the dependent of a businessowner enrolled in a QHP through the SHOP:

Exchange means a governmental agency or non-profit entity .that meets the applicable standards of this part and makesQHPs available to qualified individuals and/or qualified employers. Unless otherwise identified, this term includes an Exchange~e...~.... ~~,e ,..ac,.;.a~,~i ..,~we~ s.........uava ~..d.,.:a...,~.. ....w ...curio .,,..,,,.... ~~,.. .,.....n .......~ ..._a"` ̀ " _.._he._~'_''"'_"
regardless of whether4he Exchange is established and pperated by a State. (including a,regionai Exchange arsubsidiary ,;,Exchange) or by HHS.

Exchange Blueprint means information submitted by a State; an Exchange, or a regional E~cchange that sets forth how.: anExchange established by a State or a regipnal Exchange meets the Exchange approval standards established in §155.105(b)and demonstrates operational readiness of an Exchange as described in §155,105(c)(2).,

Exchange service area means the area in which the E~tchange is certfied to operate; in accordance with the standardsspecified in subpart B of this part.

,Federal platform agreement means an agreement between a State Exchange and HHS under which a State Exchangeagrees to rely on the Federal platform to carry out select Exchange functions.

Federally-facilitated Exchange means an Exchange established and operated within a State by the Secretary under section1321(c)(1) of the Affordable Care Act.

Federally-facilitated SHOP means a Small Business Health Options Program established and operated within a State bythe Secretary under section 1321(c)(t) of the Affordable Gare Act.

Fu/t-time employee has the meaning given in section 4980H (c)(4) of the Code effective for plan years beginning on or after.January 1, 2016, except for pperations of aFederally-facilitated SHOP for which it is effective for plan years beginning on or`after January 1, 2014 and in connection with;open enrollment activities beginning October 7, 2013.

Grandfathered health plan has the meaning given the term in §147.140."

Group health plan has the meaning given to the term in §144:103.

Health insurance ssueror issuer has the meaning given to the term in §144.103.

Health insurance coverage has the meaning given to the term in §144.103.

Heath plan has the meaning given to the term in section 1301(b)(1) of the Affordable Care Act.
Individual maNcet has the meaning given the#erm in section i 304(a)(2) of the Affordable Care Act.
Initial open enrollment period means the period during. which a qual~ed individual may enrdl in coverage through theExchange for coverage during the 2014 benefit yeas

/suer application assisfermeans an employee, contractor, or agent of a QHP issuer who is not licensed as an agent,broker, or producer under State law and who assists individuals in the individual market with apptying for a determination or
httpsJ/wvnyecfr.gov/cgi-bin/text-idx?SID=3977ca79tif7b1b556d9ecdcff3f88e588mc=hue&node=se45.1.155_120&rgn=div8 2/4
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redetermination of eligibility for coverage through the Exch
ange or 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 employ
ees on business days during the preceding calendar y

ear and who

employs at least 1 employee on the first day of the planye
ac In the case of an employer tFiat was not in existen

ce throughout

the preceding calendar year, the determination of whether
 the emplpyer is a large employer is based on the ave

rage number of

employees that it is reasonably expected the employer wil
l employ on business days in the current calendar yea

r. A State may

eleU to define large employer by substituting "101 employ
ees" for °51 employees." The number of employees must

 be

determined using the method set forth in section 4980H(c)(2) 
of the Code.

Lawfully presenthas the meaning given the term in §152.2.

Minimum essential coverage has the meaning given in sec
tion 5000A(~ of the Code.

Navigator means a private or public entity or individual tha
t is qualified, and licensed, if appropriate, to engage i

n the

activities and meet the stantlards described in §155210.

Plan year means a consecutive 12 month period during wh
ich a health plan provides coverage for health benefits. A

 plan

year may be a calendar year or otherwise.

Plain language has the meaning given to the term in s
ection 1311(e)(3)(B) of the Affordable Care Act:

Qualified employee means any employee or former em
ployee of a qualified employer who has been offered heal

th

insurance coverage by such qualified employer through th
e SHOP for himself or herself and, if the qualified emp

loyer offers

dependent coverage though the SHOP, for his or her dep
endents.

Qualified employer means a small employer that elects 
to make; at a minimum, all full-Gme employees of such 

empbyer

eligible for one or more QHPs in the small group market offer
ed through a SHOP. Beginning in 2017, if a State allo

ws large

employers to purchase coverage through the SHOP, the t
erm "qualified employer" shall include a large employe

r that elects to

make all full-6me employees of such employer eligible 
for one or more QHPs in the large group market offered t

hrough ttre

SHOP.

Qualified health plan or QHP means a health plan that ha
s in effect a certification that it meets the standards de

scribed in

subpart C of part 156 issued or recognized by each Excha
nge through which such plan is offered in accordance

 with the

process described in subpart K of part 155.

.Qualified health plan issuer or QHP issuer means a healt
h insurance issuer that offers a QHP in accordance with 

a

certification from an Exchange.

Qualified individual means, with respect to an Exchan
ge, an individual who has been determined eligible to enro

ll 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 e

mployer can

provide its employees and their dependents with access to on
e or more QHPs.

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 atleasY one but no
t mope than 50 employees on business days during the 

:preceding

calendar year and who employs atleast one employee on 
the first. day of the plan year. In the case of an employer that w

as 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 th

e current

calendar year. A State may elect to define small employer
 by substituting "100 employees" for "50 employees "T

he number of

employees must be determined using the method set foRh
 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 enrollment period means a period during whic
h a qualified individual or enrollee who experiences certain 

qualifying

events may enroll in, or change enrollment in, a QHP
 through the Exchange outside of the initial and annual op

en enrWlment

periods.

Standardized option means a QHP offered for sale th
rough an individual market Exchange that either—

(1) Has a standardized cost-sharing structure specified by
 HHS in rulemaking; or

(2) Has a standardized cost-sharing structure specifi
ed by HHS in rulemaking that is modified only to the extent 

necessary

to align with high deductible health plan requirements un
der section 223 of the Internal Revenue Code of 1986, as

 amended, or

https://wvvw.ecfcgov/cgi-6in/1exMidx?SID=3977ca79bf7b
1b556d9ecdcff3f88c58&mFirue&node=se45. t.155_120&r
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the applicable annual limitation on cost sharing and HHS actuarial value requirements.
State means each ofthe 50 States and the District of Columbia.

[77 FR 18444, Mac 27, 2012, as amended at 78 FR 15532, Mar. 11, 2013; 78 FR 39523, Juty 1, 2013; 78 FR 42313, July 15, 2013; 78 FR54134, Aug. 30, 2073; 80FR 10864, Feb. 27, 2015; 81 FR 12336, Mar. 8, 2018; 81 ER 94175, Dec, 22, 2016]
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Title 45 -~ Subtitle A -+ Subchapter B -~ PaR 155 --~ 
Subpart C -~ §155.205

Title 45: Public Welfare

PART 155—EXCHANGE ESTABLISHMENT STANDA
RDS AND OTHER RELATED STANDARDS U

NDER THE AFFORDABLE

CARE ACT
Subpart C—General Functions of an Exchange

§155.205 Consumer assistance tools and pro
grams of an Exchange.

(a) Cal! center. The Exchange must provide for operat
ion of a toll-free call center that addresses the

 needs of consumere

requesting assistance and meets the requirements 
outlined in paragraphs (c){1), (c)(2)(i), and (c)(3) of thi

s section, unless it

enters into a Federal platform agreement through whi
ch it relies on HHS to carry out call center func

tions, in which case the

Exchange. must provide at a minimum a toll-free t
elephone hotline to respond to requests for assist

ance and appropriately

directs consumers to Federal platform services to
 apply for, and enroll in, Exchange coverege.

(b) Internet Web site. The Exchange must mai
ntain an up-to-date Internet Web sfte that meets the 

requirements outlined in

paragraph (c) of this section and:

(1) Provides standardized comparative informatio
n on each available QHP, which may inGude differ

ential display of

standardized options on consumeryfacing plan com
parison and shopping tools, and at a minimum includ

es:

(i) Premium and cost-sharing information;

(ii) The summary of benefits and coverage establi
shed under section 2715 of the PHS Act;

(iii) Identification of whether the QHP is a bronze, silv
er, gold; or platinum level plan as defined by secli

on 1302(d) of the

Affordable Care Act, or a catastrophic plan'as defi
ned by section 1302(e) of the Affordable Care 

Act;

(iv) The resuks of the enrollee satisfaction survey, 
as described in sections 1311(c)(4) of the Affordabl

e Care Act;

(v) Quality ratings assigned in accordance with sectio
n 1311(c)(3) of the Affordable Care Act;

(vi) Medical loss ratio information as reportetl to H
HS in accordance wkh 45 CFR part 158;

(vii) Transparency of coverage measures reported
 to the Exchange during ceAification in accord

ance with §155.1040; and

(viii) The provider directory made available to the F~cc
hange in accordance with §156.230.

(2) Publishes the following financial information:

(i) The average costs of licensing required by the 
Exchange;

(ii) Any regulatory fees required by the Exchange
;

(iii) Any. payments required by the Exchange in ad
dition 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 Nav
igators as described in §155.210 and other co

nsumer assistance

services, including the toll-flee telephone number
 of the Exchange call center required in paragraph

 (a) of this section.

(4) Allows for an eligibility determination to be ma
de in accordance with subpart D of this part.

(5) Allows a qualified individual to select a QH
P in accordance with subpart E of this part.

(6) Makes available by electronic means a calcula
tor to facilitate the comparison of available QHPs 

after the application of

any advance payments of the premium tau credit a
nd any cost-sharing reductions.

https://www.ecfr.gov/cg4biNteut-id~c7SID=3977ca79bflb1b556
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(7) A State-based F~cchange on the Federal platform must at a minimum maintain an informational Internet Web site thatincludes the capability to direct consumers to Federal platform services to apply for, and enroll in, Exchange coverage.
(c) Accessibility. Information must be.provided to applicants and enrollees in piaih language and in a manner that isaccessible arxi timely to-.-

(1) Individuals living with disabilities including accessible Web sites and the provision of auuiliary aids and services at nocost to the individual 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, -induding

(i) For ail entities subject to this standartl, oral interpretation,

(A) Eor Exchanges and QWP issuers, this standard also includes telephonic interpreter services in at least 150 languages.
(B) For an agent or broker subject to §155.220(c)(3)(i), beginning Novemberl, 2015, or when such entity been registeredwith the Exchange for at least 1 year, whicfiever is later; this standardalso includes telephonic. interpreter services in atleast1501anguages.

(ii) YVritten translations; and'.

(iii) For all entitles subject to Yhis standard, tag~ines;in non-English languages indicating the availabildy of languageservices.

(A) For Exchanges and QHP issuers, this standard also includes taglines on Web site content and any document that is

in at least the top 15

by :s of'.

of

the fop 15

more persons that is treated as a single employer under sections 52(a), 52(b), 414(m), or 414{0) of the Internal Revenue Codeof 1986, as amended), whether or not 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 withrespect to Web site content rf they post a Web lick prominently on their home page that directs individuals to the full text of thetaglines indicating how individuals may obtain language assistance services, and if they also include taglines on any criticalstand-alone document linked to or embedded in the Web site. Exchanges, and QHP issuers that are also subject to §92.8 ofthis subtitle, will be deemed in compliance with paragraph (c)(2)(iii)(A) of this section ff they are in compliance with §92.8 of thissubtitle.

(B) For an agent or broker subject to §755.220(c)(3)(i), beginning when such entity has been registered with the Exchangefor at least'1 year, this standard also includes taglines on Web site content and any document that is critical for obtaining healthinsurance coverage or access to health cage services through a QHP for qualified individuals, applicants, qualified employers,quailed employees, or enrollees. A document is deemed to be critical for obtaining health insurance coverage or access tohealth care services through a QHP if ft is required to tie provided by law or regulation to a qualified individual, applicant,qualified employer, puaiified employee, or enrollee. Such taglines must indicate the availability of language services in at leastthe top 151anguages spoken by the limited English proficient population of the relevant State or States, as determined inguidance published by the Secretary. An agent or broker subject to §155.220(c)(3)(i) that is Jicensed in and. serving mu~ipleStates may aggregate the limited English populations in the States it serves to determine the top 15 languages required fortaglines. An agent or broker subject to §155.220(c)(3)(i) may satisfy tagline requirements with respect to Web site content if ftposts a Web link prominently on its home page that directs individuals to the full text of tfie taglines indicating how individualsmay obtain language assistance services, and if it also inGudes taglines on any critical stand-alone document linked to orembedded in the Web site.

(ivJ For Exchanges, QHP issuers, and an agent or broker subject to §755.220(c)(3)(i), Web site transiatio~s.
(A) For an Exchange, beginning no later than the first day of the individual market open enro(Iment period for the 2017benefit year, ,content that is intended for qualified individuals, applicants, qualified employers, qualified employees, or enrollees

https://v✓w~vecfcgov/rgi-biNlezl-idx~SID=3977ca79bf7b~b556d9ecdcff3t88c58&m~true&node=5e45.1.155_1205&rgn=div8 ' Z3
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on a Web site that is maintained by the ExcFfange must be 
translated iMo 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

pubiisfied by the Sectetary.

(B) For a QHP issuer, beginning no later than the first day 
of the individual market open en~oliment period for the 

2017

benefit year, if the content of a Web site maintained by the 
QHP issuer is critical for obtaining health insurance covera

ge or

access to health care services through a QHP; within the meani
ng of §156.250 of this subchapter, it must be translate

d into any

non-English language that is spoken by a limited English profici
ent population that reaches 1D percent or more of the p

opulation

of the re~varrt 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 enr

ollment

period for the 2017 benefit year, or when such entity has been 
registered with the F~cchange for at least 1 year, whichever

 is

later, content that is intended for qualified. individuals, applicants
, qualfied employers, qualified employees, or enro

llees on a

Web site that is maintained by the agent or broker must be
 translated 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.

(3) inform individuals of the availability of the services describ
ed in paragraphs (c)(1) and (2) of this section and how

 to

access such services.

(d) Consumer assistance. (1) The Exchange must have a c
onsumer assistance function that meets the standards in

paragraph (c) of this section, including the Navigator program 
described in §155.210. Any individual providing such consu

mer

assistance must be trained regarding QHP options, insurance a
Bordability 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 sp
ecified in paragraph (e) of this section.

(2) The Exchange must provide refercals to any applicable
 office of health insurance consumer assistance or health

insurance ombudsman established under section 2793 
of the Rublic Fieafth Service Act, or any o4her appropriate S

tate agency

or agencies, for any enroAee with a grievance, complaint, or que
stion regarding their health plan, coverage, or a determ

ination

under such plan or coverage.

(e) Outreach and education. The Exchange must conduct
 outreach and education activities that meet the standards i

n

paragraph (c) of this sectlon to educate consurr~rs about the 
F~cchange and insurance affo`dability programs to enwurag

e

paRicipation.

(77 FR 18444, Mar. 27, 2012, as amended at 78 FR 42859, Jul
y 17, 2013; 80 FR 10864; Feb. 27, 20'15; 61 FR 12337, Mar. 8, 

2016; 81

FR 94175. sec. 22, 2016] -

.Need assistance4
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fitle 45 -.Subtitle A —..Subchapter B —, Part 155 -+ Subpart C —, §155.2$0

Title 45: Public Welfare
PART 155-EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLECARE AGT
Subpait C—General Functions of an Exchange

§155.260 Privacy antl security of personally identifiable information.

(a) Creation, co/%cSon, use and disclosure. {1)1Mere the Exchange creates or coileots personally identifiable informationfor the purposes of determining. eligibility far enrollment in a qualifletl health plan; determining eligibility for other insuranceaffordability programs, as defined in §155.300; or determining eligibility for exemptions from the Individual shared responsibNiryprovisions in sectign 5p00A of the Code, the Exchange may only use or disdose suchpersonaliy identifiable information to theevent such infonpation is necessary:

(i) For,the Exchange to tarty out the functions described in,§155.200;..

(ii) For the Exchange to carry out other functions not describetl in paragraph (a)(1){i) of this section, which the Secretarydetermines to be incompliance with section 9411(g)(2)(A) of the Affordable Care Ad and for which an individual provitlesconsent for his or her irNormation to be used or disclosed; or

(iii) For the Exchange to carry out other functions not described in paragraphs (a)(t)(i) and {ii) of this section, for which anindividual provides consent for his or her information to be used or disclosed, ̀and which the Secretary determines are incompliance with section 1471(g)(2)(A) of the Affordable Care Act under the following substantive and procedural requirements;
(A) Substantive requirements. The Secretary may approve other uses and disdosures of personally idenCfiabie informationcreated or collected as described in paragraph (a)(1) of this section that are not described in paragraphs (a){1)Q) or (ii) of thissection, provided that HHS determines that the informakion will he used only #or the purposes of and to the extent necessary inensuring tFie efficient operation of the Exchange consistent with section 1411(g)(2)(A) of the Affordable Care Act; and that the.uses and disGosures are also permissible under relevant law and policy.

(B) Procedora/ requirements for approve! of a use or disclasuie of personalty identifiable information. To seek approval fora use or disclosure of personally identifiable information created or collected as described in paregraph (a)(1) of this seckionthat is notdescribed in paragraphs (a)(9)(i) or (ii) of this section, the Exchange. must submit the following information to HHS:
(1) Identity of the F~cchange and appropriate contact persons;

(2) Detailed description of the proposed use or disclosure, whibh must inGude, but not necessarily be limited to, a listing ordescription of the specific information to be used ordisclosed and an identification of the persons or entities that roay access orreceive the information;

(3) Description of how the use or disclosure will ensure the efficient operation of the Exchange consistent with section.1411 {g)(2)(A) of the ABordable Gare Act; and

(4) Description of how the information to be used or disclosed will be protected in compliance with privacy and securitystandards that meet the requirements of this section or other relevant law, as applicable.

(2) The Exchange may not create, collect, use, or disGose personally identifiable information unless the creation,collection, use, or disclosure is consistent with this section.

(3) The Exchange must establish and implement privacy and security standards that are consistent with the foilov✓ingprinciples

(i) Individua/access. Individuals should be provided with a simple and timely means to access end obtain their personallyidentifiable nfotmafion in a readable form and format;

httpsJ/~w~nuecfr.govfcgi-bintteM-idx?SID=3977ca79bObtb55fit19ecdcif3f88c58&mc=true&node=se45.1.1551260&rgt~dlv8 t/3
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(ii) Correction Individuals should be provided with a timely me
ans to dispute the accuracy or integrity of their personally

identifiable information and to have erroneous information corr
ected or to have a dispute documentetl if their requests ar

e

denied;

(iii) Openness and transparency. There should be openness a
nd transparency atiout policies, procedures, and

technologies that directly affect individuals and/or their personally 
identifiable information;

(iv) Individual choice. individuals sFiould be provided a reasonable 
opportunity and capability to make informed decisions

about the collection, use, and disclosure of their personally ide
ntifiable information;

(v) Collection, use, and disclosure limitations. Personally 
identifiable information should be created, wllected; used,;and/or

disclosed only to the extent necessary to accomplish a specifietl pu
rposes) and never to discriminate inappropriately;

(vi) Data quality and integrity. Persons and entities should tak
e reasonable steps to ensure that personally identifiable

information is complete, accurate, and up-tadate 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. Personalty identifiable information should be
 protected with reasonable operational, administrative,

technical, and physical safeguards to ensure its confidentiality, integ
rity, and availability and to prevent unauthorized or

inappropriate access,Lse, or disclosure; and,

(viii) Accountability These principles should be impl8mented, a
nii adherence assured, through appropriate monitoring an

d

other means and methods should be in place to report and 
mftigate non-adherence and breaches.

(4) For the purposes of implementing the principle described i
n paragraph (a){3)(vii) of this section, the Exchange must

establish and implement operational, technical, administrative 
and physical safeguards that are consistent with any appl

icable

laws (including this sebtion) to ensure—

(i) The confidentlality, integrity, and availability of personally 
identifiable information created, collected, used, and/or

disclosed by the Exchange;

(ii) Personally identifiable information is only used by or disclo
sed to those authorized to receive or view it,

(iii) Return information, as such term is defined by section 6103
(b)(2) of the Code, is kept confidential under section 

6103

of the Code;.

(iv) Personally identifiable infotmation is protected againsf any
 reasonably anticipated tFreats or hazards to the.

confidentiality, integrity, and availability of such information;

(v) Personally identifiable information is protected against any
 reasonably anticipated. uses or disclosures of such

information that are not permitted or required by law, and

(vi) Personally identifiable information is securely destroyed or
 disposed of in an appropriate and reasonable manner and 

in

accordance with retention schedules,

(5) The Exchange must monitor, periodically assess, and upda
te the security controls and related system risks to ensur

e

the continued effectiveness of those controlsr

(6) The Exchange must develop and utilize secure electronic 
interfaces when sharing personally identifiable information

electronically.

(b) Application to non-Exchange entities—(1)Non-Exchange e
ntities. Anon-Exchange entity is any individual or entity t

hat:

(i) Gains access to personally identifiable information submitted 
to an Exchange; or

(ii) Collects, uses, or discloses personally identifiable informati
on gathered directly from applicants, qualified individuals,

 or

enrollees while that individual or entity is performing functions 
agreed to with the Exchange.

(2) Prior to any person or entity becoming anon-Exchange en
tity, Exchanges must execute with the person or entity a

contract or agreement that includes:

(i) A description of the functions to be performed by the non
-Exchange entity;

(ii) A provisions) binding the non-Exchange entity to comp
ly with the privacy and security standards and obligations

adopted in accordance with paragraph (b)(3) of this sectio
n, and specifically listing or incorporating those privacy and sec

urity

standards and obligations,

hflps:l/w~vw.ectr,gov/cgi-binttext-idz?SID=3977ca79bf7b1b556d9e
cdcff3f88c588mc=ime&node=5e45.1.155_1260&rgn=div8 
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(iii) A provision requiring the non-Exchange entity to monftor, pgriotlically assess, and update its security controls andrelated system risks to ensuee the cordinued effecfiyeness of those controls in accordance with paragraph (a)(5) of this sedion;
(iv) Aprovision requiring the non-ExcFiange entity to infgrm the Exchange of any change in its administrative, technical, oroperational environmer~s defined as materi~ within the comract; and

(v) A provision that requires the non-Exchange entity to bind any downstream entities to the same privacy and securitystandards and obligations to which the non-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 privacy and security. standards to which attExchange binds non-F~cchange entities must:

(i) Be consistent with the principles and requirements listed in paragraphs (a)(1) through (6) of this section, including beingat least as protective as the standards the Exchange has established and implemented for Rs~f in comgiance with paragreph(a)(3) of this section;

{ii) Comply with the requirements of paragraphs..{c), (d), (~, and (g) of this section;. and

{iiij7ake into specific consideration:

(A) The environment in which the non-Euchange entAy fs operating; ,

(8) VNlether the standards are relevant and applicable to the, non-Exchange entity's duties and activities in connection withthe Exchange; and

(C) Any existing Iegal requirements to which the non-F~cchange entity is bound in relation to its administrative, technical,and operational controls and practices, including but not limited to, its existing data fiandling and informatlon technologyprocesses and protocols.

(c) Workforce comp/lance. The F~cchange must ensure its workforce complies wAh the pdicies and procedures developedend implemented by the F~cchange to comply wiih this section.

(d) Written policies and procedures. Policies and procedures regarding the creation collection, .use, and disclosure ofpersonally identifiable information must, at minimum:

(1) Be in writing, and available to the Secretary of HHS upon request; and

(2) Identity applicable law governing collection, use, and disGosure of personally identifiable. information.
(e) Data sharing. Data matching and sharing arrangements that facilitate the sharing ofpersonaily identifiable informafionbetween the Exchange and agencies administering Medicaid, CHIP or the BHP for the exchange of eligibility information must:
{1) Meet any applicable requirements described in this section;

{2) Meet any appiirable requirements described in section 1473(c)(1) and {c)(2) of the Affordable Care Act;
(3) $e equal to or more stringent than the requirements for Medicaid programs under section 1942 of the Act; and
(4) For those matching agreements that meet the tlefinition of "matching program" under 5 U.S.C. 552a(a)(8), comply with5 U.S:C. 552a(o).

(~ Compliance with the Code. Return information, as defined in section 6103(b)(2) of the Code, must be kept confidentialand disdosed, used, and maintained oMy in accordance with section 6103 of the Code.

(g) Improper use and disclosure of information. Any person who knowingly and willfully uses or discloses information inviolation of section 1411 (g) of the Affordable Care Act will be subject to a CMP of not more than $25,000 as adjusted annuallyunder 45 CFR part 102 per person or entity, per use or disclosure, consistent with the bases and process for imposing civilpenalties specified at §155.285, in addition to other penalties that may be prescribed bylaw.
[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; 81FR 12341, Mar. 8, 3016; 81 FR 61581, Sept 6, 2016]

Neetl assistance?

httpsl/www,edcgov/cgi-bin7tezt-idx?SID=397]ca79bt761b556d9ecdcff3f88c58&mc=true&node=5e45.1.155 1260&rgn=div8 3/3
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Title 45—. Subtitle A —. Subchapter B —> Part 155 -. Subpar
t C --. §155.270

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

§155.270 Use of standards and protocols for electronic
 transactions.

(a) HIPAA administrative simplification. To the eutent that th
e Exchange pertorms electronic transactions with a cove

red

entity, the Exchange must use standards, implementatio
n specifications, operating rules, and code sets that are adop

ted by the

Secretary in 45 CFR parts 160 and 162 or that are otherwise
 approved by HHS.

(b) HIT enrollment standards and protocols. The Exchange 
must incorporate interoperable and secure standards an

d

protocols developed by the Secretary in accordance with sec
tion 3021 of the PHS Act. Such standards and protocol

s must be

incorporated within Exchange information techrwlogy syste
ms

[77 FR 18444, Mar. 27, 2012, as amended at 78 FR 54135, Aug.
 30, 2013]

Need assi3tance?

htips:IM~v✓w.ecfr.govlcgi-.biNlext idx?SID=39~7ca79bflb1b55
6d9ecdcfi3f89c58&rn~irue&rwde=5e45.1.155_12708ugn=div
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Title 45 —. SubMle A —, Sutirhapter:8 --, Part 155 -. Subpart C -, §155285

Title 45: Pu61ic Weflare
PART 155--EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THEAFFORDABLE. CARE ACT -.Subpart C--General Functions of an Exchange

§155.285 Bases and process for imposing civil penalties for provision of false or fraudulent information to anExcAanOe or improper use or disclosure of information.

(a) Grounds lorimposing civil money pena/ties.. (1) HHS may impose civil money penalties on any person, as defined inparagraph (a)(2) pf this section, K, based on credible evidence, HHS reasonaby determinesthat a person has engaged in oneormore of the following actions:

;.(i) Failure to provide cortect infortnalion under section 1411.(b) of the Affordable Care Act where such failure i5.attributableto negligence or gisregard of any rules orregulations of the Secretary with negligence and.disregard defined as they are insection:6662 of the IntemaiRevenue Code of 1986::'

iA) "Negligence° includes any failure to make a reasonable attempt to provide accurate, complete, and comprehensiveinformation; and

(B) "Disregard° includes any careless, reckless, or intentional disregard for any rules orregulations of the Secretary..
{ii) Knowing and willful provision of false or fraudulent information required under section 1411(b) of Me AffordaNe CareAct, where knowing and willful means the intentional provision of information that the person knows to be false or fraudulent; or
{iii) Knowing and wilful use or disclosure of information in violation of section 1411(8) of the AHordabie Care pd, where.

indutle, but not be limited to, the following.

(A) Any use or disclosure.performed which violates relevant privacy and security standards established by the Exchange--pursuant to §15526Q

{Bj qny other use or disclosure which has not been determined by the Secretary to be in compliance with section 1411 (g)(2)(A) of the Aifortlabie Care Act pursuant,to g155260(a); and

(C) Any other use or disGosure which is not necessary to carry out a function described in a contract wdb a non-F~ccbange.entity executetl pursuant to §155.260(b)(2).

(2) For purposes of fhis section, theterm "person" ~ defined M include, tiutis rrot limited to, all individuals; corporations;Exchanges; Medicaid and CHIP agencies; other entBies gaining access to personally ident~able information submitted to an.F~cchange to tarty out additional functipns which the Secretary has determined ensure the efFlcient operation of the Excfiangepursuant to§155.250(a)(1); and non-Exctiange entdies as defi~red in §155.260(b) which includes agents brokers; Web-brokere,QHP issuers, Navigators, non-Navigator assistancepersonnel, certified application counselors, in-person assistors, and otherthird party contractors.

(b) Factors in determining the amount of civil money penakiesimposed. In determining the amount of civil money penaftias,HHS may take inro account factors which include, but are not limited to, the following:
- {1j The nature and circumstances of the conduct including, butnot limfted to•

(i) The number of violations;

(ii) The severity of the violations

(iii) Thepersods history with the Exchange. including any prior violations that would indicate whether the violation is anisolated occurrence or represents a pattern of behavior,

(iv) The length of time of the violation;

(v) The number of individuals affectetl or potentially affected;

httpsc//www.ecfr.gov/cgi-bin/text-idx?SID=3977ca796t"Ib I b556d9ecdcff3f88c58&mc=true... 8/2/2018
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(vi) The extent to which ttieperson received compe
nsation or other consideration associated with the

 violatlon;

(vii) My documentation provided in any complaint
 or other' information, as well as any additional 

information provided by

the individual to refute performing the violation; an
d

(viii) Whether other remedies or penalties have be
en imposed for the same conduct or occurrence.

(2) The nature of the harm resulting from, or reasonab
ly expected to result from, the violation, including 

but not limited to:

(i) Whether the violation resulted in actual or 
potential financial harm;

(ii) Whether there was actual or potential harm to an 
individual's reputation;

(iii) Whether the violation hindered or could have 
hindered an individual's ability to obt2in health ins

urence coverage;

(iv) [Reserved]

(v) The acWal or potential impact of the provi
sion of false or freuduleM information orbf the imprope

Y use or disclosure of

the information; and

(vi) Whether any personreceived a more favoreble eli
gibility determination for enrollment in a QHP 

or insurance

affordability program, such as greater advanc
e payment of the premium tax credits or cast-shar

ing reductions than he or she

would be eligible for if the correct information had 
been provided.

(3) No penalty will be imposed under paragraph (a
)(1)(i) of this section if HHS determines that there

 was areasonable

cause for the failure to provide correct informa
tion required under section 1411(b) of the Affordable C

are Act and that the

person acted in good faith.

(c) Maximum penalty. The amount of a civil mone
y penalty will be determined by HHS in accordanc

e with paragraph (b) of

this section.

(1) The following provisions provide maximum pen
alties for a single "plan year," where "plan year' h

as the same meaning

as at §155.20:

(i) My person who fails to provide correct inf
ormation as specified in paragraph (a)(1j(i) of this secti

on may be subject to a

mauimum civil money penalty of $25,000 as adjus
ted annually under 45 CFR part 102 for each appli

cation, as defined at

paragraph (c)(1)(iii) of this section, pursuant to whi
ch a person faiisto provide correct Infortnatioa

(ii) Any person who knowingly and willfully provide
s false information as specified in paragraph (a)(1)(

ii) of this section may

be subject to a maximum civil money penalty of $2
50,000 as adjusted annually under 45 CFR part 102 

for eachapplication, as

defined at paragraph (c)(1)(iii) of this section,
 on which a person knowingly and-willfully provides false information.

(iii) For the purposes of this subsection, "appli
cation" is defined~as a submission of information, wheth

er through an online

portal, 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 c

ircumstances; or an

annual eligibility redetermination Tor any of the fol
bwiny

(A) Enrollment in a qualified heBBh plan;

-. (B) Premium tax credits or cost sharing [eductions
; or

(C) An exemption from the individual shared respo
nsibility payment.

(2) Any person who knowingly or willfully uses or 
discloses information as specified in paragraph (a)(1)(i

ii) of this section

may be Subject to the following civil money penalty
:

(i) A civil money penalty for each use or disclosur
e described in paragraph (a)(t)(iii) of this section o

f not more than

$25,OOD as adjusted annually under 45 CFR part 1
02 per use or disclosure.

(ii) For purposes of paragraph (c) of this section, a
 use or disclosure includes one separate use or di

sclosure of a single

individual's personally identifiable information where 
the person against whom a civil mosey penalty ma

y be imposed has made

the use or disclosure.

(3) These penalties may be imposed in addition to
 any other penalties that may be prescribed by 

law.-

(d) Notice o(intent to issue civil money penalty. i
f HHS intends to impose a civil money penalty in accor

dance with this part,

HHS will send a written notice of such intent t
o the person against whom it intends to impose a c

ivil money penalty.

(1) This written notice will be either hand delivere
d, Beni by certified mail, return receipt requested, or 

sent by overnight

delivery service with signature upon delivery requi
red. The written notice must include the following e

lements:

https://www.ecfr.gov/cgi-bin/text-idx?SID=3977ca'79bf7bl 
b556d9ecdcff3f88c58&mc=true... 8/2/2018
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(i) A description of the findings of fact regarding the violatipns wHh respect to which the civil money penalty is proposed;
(ii) The pasis and reasons why the findings of fad subject theperson toa penaKy;
(iiiJ Any circumstances descried in paragraph (b) of this section that were cwisideied in determining the amount of theproposed penalty:

(iv) The amount of the proposed pena$y;

(v) An explanation of the person's right to a hearing under any applicable adminishative hearing process;
{vi) A statement that fa0ure to request a tearing wHhin 6Q calendar days after the date of issuance printed on Ne noticepermits the assessment of the pPbposed penalty; and

.(vii) Information euplaining how to file a request for a hearing and the address. to which the hearing request must be sent.
(2) The parson may request a hearing before an AW on the proposed penalty by filing a request in accordance with theprocedure to file an appeal specified in paiagraph.(fj of this section

(e) Faiime to request a hearing. If the person does not request a hearing within 60 calentlar days of the date of issuanceprinted on the notice described in paragraph (d) of this section, HHS may impose the. proposed civil money penaky.
e (1) HHS willnotify the person in writing of any penalty that has been imposed, the means by which the person may satisfythe. penalty, and the date on which the penalty is due.

(2) A person hasno right to appeala penalty with respect to which the person has not timety requested a hearing inaccordance with paragraph (d) of this section

(~ Appeal of proposed penalty. Subject to paragraph (e)(2) of Phis section, any person against whom HHS proposed toimpose a civil money penaftymay appealthat penalty,.in accordance wftb the rules and procedures outlined at 45 CER part 150,subpart D, axcititling §§150.451, 750.463,and 150.465.

(g) Enforcement authority—(1) HHS. HHS may impose civil money penalties up to the maximum amounts specked in -paragraph (d) of this section for any of tfievioiationstlescri6ed inparag~aph (a) of this section
(2) O1G. in accordance with the rules and procedures of 42 CFR part 1003, and 'm place. of imposition of penakies by CMS,the OIG may impose civil money penalties for violations described in par~graph (a)(1)(i) of this seUion.
(h) Settlement authority' Nothing in this section limits the authority of HHS to settle any issue or case. described in thenotice famished in accprdance wkh §155.285(d) or tocompromiseon anypenalty provided for in this section
;(i) Limitations. No ac[ionundarthis section will beeMertained uNess commenced, in accordance with §155285(d), within6.years from fhe late on which the violation oxurred.

[79 FR 30346, May 27, 2014, as amended at 81 FR 61567, Sept. 6, 2016] -
-Need assistance?
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Title 45 —, Subtitle A —. Subchapter B —+ Part 155 ~
 Subpart D —. §155.300

Title 45: Public Welfare

PART 755-EXCHANGE ESTABLISHMENT STAND
ARDS AND OTMER RELATED STANDARDS UNDE

R THE AFFORDABLE

CARE ACT
Subpart D—Exchange Functions in the Individual Marke

t Eligibility Determinations for Exchange Partiap
ation and Insurance

Affordability Programs

§155.300 Definitions and general standards for eligibility 
determinations.

(a) DefinRions. In addition to those definitions in §15520
, for purposes of this subpart, the following terms ha

ve the

following meaning:

Applicable Children's Health Insurance Program (CHIP)
 MAG/-based income standard means the applic

able income

standard as defined at 42 CFR 457.310(b)(1), as applie
d under the State plan adopted in accordance wi

th title XXI of the Act, or

waiver of such plan and as certified by the State CHIP A
gency in accordance with 42 CFR 457.348(4), f

nr determining eligibility

for child health assistance and enrollment in a separ
ate child health progrem.

Applicable Medicaid modified adjusted gross income (MA
GQ-based income standard has the same mean

ing as "applicable

modified adjusted gross income standard,° as define
d 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 pl
an, and as certified by the State Medicaid agency in

 accordance with 42

CFR 435:1200(b)(2) for determining eligibility for Med
icaid.

Federal poverty level or FPL means the most recent
ly published Federal poverty level, updated periodica

lly in the F. oeixn~

Re~isTeR by the Secretary of Health and Human Services 
under the authority of 42 U.S.C. 9902(2), as of the fi

rst day of the

annual open enrollment period for coverage in a QH
P through the Exchange; as specified in §155,410.

Indian means any individual as defined in sectio
n 4(d) of the Indian SeN-Determination and Educatio

n Assistance Act (Pub.

L 93-638).

Insurance affordability program has the same me
aning as "insurance affordability program," as specif

ied in 42 CFR 435.4.

MAGI-based income has the same meaning as it does 
in 42 CFR 435.603(e).

Minimum value when used to describe coverage in a
n eligible employer-sponsored plan, means that the 

employer-

sponsored plan meets the standards for coverage o
f the total allowed costs of benefits set forth in §156.

145.

Modred Adjusted Gross Income (MAGI) has the sa
me meaning as it does in 26 CFR 1.368-1(e)(2).

Non-citizen means an individual who is not a cftizen
 or national of the United States, in accordance wfth

 section 101(a)(3)

of the Immigration and Nationality Act.

Qualifying coverage in an eligible employer-sponsored 
plan means coverage in an eligible employer-sponso

red plan that

meets the affordability and minimum value standard
s specified in 26 CFR 1.3fi&2(c)(3).

State CHIP Agency means the agency that administ
ers a separate child health program established by t

he State under title

XXI of the Act in accordance with implementing regu
lations at 42 CFR 45Z

State Medicaid Agency means the agency establish
ed or designated by the State under title XIX of the A

ct 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 t
lependent under section 152 of the Code.

Tax filer means an individual, or a married couple, who i
ndicates that he, she or they expects—

(1) To file an income tax return for the benefit year,
 in accordance with 26 U.S.C. 6011, 6012, and imple

menting

regulations;

httpsJlwww.ecfcgovlcgi-6inttext-idx?SID=3977ca79bflb16556d9e
cdcff3f88c58&m~-Itue&~wde=se45.1.155_1300&rgn=div8 
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(2) If married (within the meaning of 26 CFR 1.7703-1), to file a joint taz ~etum for the benefit year,
(3) That no other taupayer will be able to daim him, her or them as a tax dependent for ttie tienefit year; and
(4) That he; she, or they expects to Gaim a personal exemption deduction under section 151 of the Code on his or her taxreturn for one or more applicants, wF~o may or may not inGude himseltor herself and his orher spouse.
(b) Medicaid and CH/P. In general, references to Medicaid and CHIP regulations in this subpart referto those regulationsasimplemented in accordance with rules and procedures which are the same as those applied by the State Medicaid or StateCHIP agency or approved by such agency in the agreement described in §155.345(a).
(c) Attestation. (1) Except as speafied in paragraph {c)(2) of this section, for the purposes of this subpart, an attestationmay be made by the application filet

(2) The attestations speafied in §§155.310(d)(2)(ii) and 155.315(~(4)(i) must be provided by the tax filet
(d) Reasonably compatible. For purposes of this subpart, the Exchange must consider information obtained throughelectronic data sources, other nfgrmation provided by the appiicaot, or other information in the records of the Exchange to bereasonably compatible witfi an applicanPs attestation if the difference or discrepancy tloes not impact the eligibility of theapplicant, inGuding the amount of advance payments of the premium tau credit or category of cost-sharing reductions.

[77 FR 18444, Mar. 27, 2012, as amended at 78 FR 42314,. July 15, 2013)

Neetl assistance?

litlps://www.ecfrgov/cgi-bintteM-idx?81De3977ca79bflb1b556d9ecdcft3f88c58&m~true&node=se45.1.155_13008rgnsdiv8 ~ 2!2
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Title 45 --> Subtitle A -. Subchapter B -+ Part 155 -~ 
SubpaA D -+ §155.305

Title 45: Public Welfare

PART 15~EXCHANGE ESTABLISHMENT STA
NDARDS AND OTHER RELATED STANDARD

S UNDER THE AFFORDABLE

CARE ACT
Subpart D-Exchange Functions in the individual

 Market: Eligibility Determinations for Exch
ange Participation and Insurence

Affordability Programs

§155.305 Eligibility standards.

(a) Eligibility for enrollment in a QHP through 
the Exchange. The 6ccha~ge must determine

 an applicant eFgible for

enrollment in a QHP Through the Exchange if h
e or she meets the following requirements:

(1) CHizenshiq status as a national, or lawful
 presence. Is a citizen or national of the Un'rfed

 States, or is anon-citizen who

is lawfully present in the United States, and is reasona
bly expected to be a citizen, national, or a

non-citizen who is lawfully

present for the entire period for which enrollment 
is sought;

(2) lncarceratiort. Is not incarcerated, other than 
incarceration pending the disposition of charges; and

(3) Residency Meets the applicable residency sta
ndard identified in this paregraph (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 S
tate supplementary payment as addressed in

 42 CFR 435.4030, the service

area of the Exchange of the individual is the servi
ce areas of the Exchange in which he or she i

s living and-

(A) Intends to reside, inducting without a fixed
 address; or

(B) Has entered with a job commitment or is seek
ing employment (whether or not curreMfy emp

byed).

(ii) For an individual who is under the age of 21, i
s not living in an institution as defined in 42 CFR

 435.403(b), is not eligible

for Medicaid based on receipt of assistance un
der title IV-E of the Social Security Act as address

ed in 42 CFR 435.403(8), is

not emancipated, is not receiving an optional Stat
e supplementary payment as addressed in 42

 CFR 435.403(fl, the Exchange

service area of the individual-

(A) Is the service area of the Exchange in which h
e or she resides, including without a faed address

; or

(B) Is the service area. of the Exchange of a paren
t or caretaker, established in acxordance w

ith paragraph (a)(3){i) of this

section, with whom the individual resides.

(iii) Other special circumstances. In the case of an
 individual who is not described in paragraphs

 (a)(3)(i) or (ii) of this

section, the Exchange must apply the residency r
equirements described in 42 CFR 435.403 wit

h respect to the service area of

the Exchange.

(iv) Special rule for tax households with memb
ers in multiple Exchange service areas.. (A) Excep

t as specified in paragraph

(a)(3)(iv)(B) of this section if all of the memtiers of 
a tax household are not within the same Exchang

e service area, in

accordance with the applicable standards in p
aragraphs (a)(3)(i), (ii), and (iii) of this section,

 any member of the tax household

may enroll in a QHP through any of the Exchange
s for which one of the tax filers meets the resi

dency standard

(B) If both spouses in a tax household enroll in a 
QHP through the same Exchange, a tax depen

dent may only enroll in a

QHP through that Exchange, or through the Excha
nge that services the area in which the depend

ent meets a residency

standard described in paragraphs (a)(3)(i), (ii)
, or (iii) of this section.

(v) Temporary absence. The Exchange may n
ot deny or terminate an individuaPs eligibility for en

rollment in a QHP through

the Exchange 'rf the individual meets the standard
s in paragraph (a)(3) of this section but fa a t

emporary absence from tFie

service area of the Exchange and intends to r
eturn when the purpose of the absence has be

en accomplished.

(b) Eligibility for QHP enrollment periods. The Exc
hange must determine an appGc~t eligible for

 an enrollment period if he

or she meets the criteria for an enrollment period,
 as specified in §§155.4A 0 and 155.420:

https://vnvw.ecfr.govlcgi-binftexhidz?SID=3977ca79bf7b1b55
6d9ecdcff3f88c58&mc=true&node=se45.1.155_13D5&rgn=div8 
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(c) E/igibility for Medicaid. The F~cchange must determine an appliraot eligible for Medicaid if he or she meets the nornfinancial eligibility criteria for Medicaid forpopulations whose eligibility is tiased on MAGI-based income, as certified by theMedicaid agency in accordance with 42 CFR A35.1200(b)(2), has a household income, as defined in 42 CFR 435.603(d), that isat or below the applicable Medicaid MAGI-based income standard 8s definedin 42 CFR 435.911 (ti)(1) and—
{1) Is a pregnant woman, as defined in the Medicaid State Plan in accordance with 42 CFR 435.4;
(2) is under age 19;

(3) Is a parent or caretaker relative of a dependent child, as defined in the Medicaid State plan in accordance with 42 CFR435.4; or

(4) Is;not described in paragraph,(c)(1), (2), or (3) of this section, is under age 65 and is not entitled to or enrolled forbenefits under part A of title XVIII of the Social Securi4y Act, or enrolled for beneffis under part B of tide XVIII of the SocialSecurity Act.

{d) Eligibility for CH/P. The Exchange must determine an applicant eligible for CHIP if he or she meets the requirements of42 CFR 457:310 through 457.320 and has a household. income, as defined i~ 42 CFR 435.603(d), at or below the applicableCHIP MAGI-based income standard.

(e) Eligibi/iry for BHP. If a BHP is operating in the service area of the Exchange, the Exchange must determine an applicanteligible for the BHP if he or she meets the requirements. specified in section 1331 (e) of the Affordable Care Aqt and regulations ,implementing that section.

~~ E/igibility for advance payments of the premium tax credit—(1) /n general. The Eacchange must determine a tax filer.eligible for advance payments of the premium ta~c credit if the Exchange determines that—
{i) He or she is expected to have a household income, as defined in 26 CFR 1.368-1(e), of greater than or equal to 100percent but not more than 400 percent of the FPL for the benefit year for which coverage is requested; and
(ii) One or more applicants for whom the t~vc filer expects to claim a personal exemption deduction on his or her ta~c returnfar thebenefit year, indudi~g the tax filerand his or herspouse— ̀

(A) Meets the requirements for eligibility for enrollment in a QNP through the Exchange, as specified in paragraph (a} ofthis section; and

(B) Is not eligible for minimum essential coverage, with the exception of coverage in the individual market, in accordancewith section 2¢ CFR 1.368-2(a)(2) and (c). ;

(2) Special rule for non-citizens who are lawfully present and who are ineligible fog Medicaid by reason ofimmigrationstatus. The Exchange must determine a tax filer eligible for advance payments of the premium tax credit if the Exchangedetermines that—

{i) He or she meets the requirements specified in paragrapfi (fl(1) of this section, except for paragraph (~(1 j(i);
{ii) He or she is e~cpected to have a household income, as defined in 26 CFR 1.366-i (e) of less than 100 petcent of theFPL for the benefit year for which coverage is requested; and

(iii) One or more applicants for whom the tax filer expects to claim a personal exemption deduction on his or her tau returnfor the benefit year, including the tax filer and his or her. spouse, is anon-citizen who is lawfully presets and ineligible for _:Medicaid by reason of immigration status, in,accordance with 26 CFR 7.368-2(bj{5).

(3) Enrolment required. The F~cchange may provide advance payments of the premium taY credit on behalf of a tau filer sonly if one or more applicants for whom the tax filer attests that he or she e~cpects to claim a personal exemption deduction forthe benefit year, indutling the tax filer antl his or her spouse, is enrolietl in a QHP that is not a catastrophic plan, through theExchange.

(4) Compliance with ding requireme~. The Facchange may not`determine a tax filer eligible for APTC 'rf HHS notifies theExchange as part of the process described in §755.320(c)(3) that APTC were made on behalf of the :tax filer or either spouse ffthe tax filer is a married couple for a year for which tax data would be utilized for verfication of household income and family ssize in accordance with §155.320(c)(t)(i), and the tax filer or his or her spouse did not comply with .the requirement to file anincome tau return for that year as required by 26 U.S.C. 6011; 6012, and implementing regulations and reconcile .the advancepayments of the premium tax credit for that period.

hops://wwou.ecfr.gOv/egi-bin/tezt-idx?SID=3977ca79bflb1b556d9ecdcff3f88c58&mc=true&node=se45.1.155 1305&rgn=div8 2/q
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(5) Calculation of advance payments of the premium tax 
credit. The Exchange must calculate advance paymen

ts of the

premium taz credit in accordance with 26 CFR 1.366-3:

(6) Collection of SociafSecudty numbers: Tfie Exchange 
musfrequire an application filer to provide the Social 

Security

number of a tax filer who is not an applicant only if an applica~
fattests that the tax filer has a Social Security nu

mber 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-sharing redactions—(1) Eligibility cri
teria (i) The Exchange must determine an applicant e

ligible for

cost-sharing reductions if he or she—

(A) Meets the requirements for eligibility for enrollment in
 a QHP through the Exchange, as speoifled in paragr

aph (a) of

this sectiorr,

(B) Meets the requirements for advance payments of the
 premium tax credit, as specified in paragraph (~ of th

is section;

and

(C) Is expected to have ahousehold -income that does not, exceed 250 percent of the FPL, 
for the benefit year for which

coverage is requested.

(ii) The Exchange may only provide cost-sharing reductions 
to an enrollee who is not an Indian if he or she is enro

lled

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 Exchange must use the foll
owing eligibility categories for cost-sharing retluctions 

when

making eligibility determinations under this section—

(i) An intlividual who is expected to have a household
 income greater than or equal to 100 percent of the FP

Cand less 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
 (fl{2) of this section, a household income less than 100 p

ercent

of the FPL for the benefit year for which coverage is req
uested;

(ii) An individual is expected to have a household income
 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

(iii) 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 co
verage is requested.

(3) Special rule for fatuity policies. To the extent that an en
rollment in a QHP in the individual market offered thr

ough an

Exchange under a single policy covers two or more individual
s who, if they were to enroll in separate individual poli

cies would

be eligible for different cost sharing, the Exchange must 
deem the individuals under such policy to be collectively e

ligible only

for the category of eligibility last listed below for which all
 the individuals covered by the policy would be eligible

:

(i)lndividuals not eligible for changes to cost sharing;

(ii) Individuals described in §155.350(b) (the special cost-
sharing rule for Indians regardless of income);

(iii) Individuals described in paragraph (g)(2)(iii) of thi
s section;

(iv) Individuals described in paragraph (g)(2)(ii) of this section
;

(v) Individuals described in paragraph (g)(2)(i) of this 
sectiorr, and

(vi) Individuals described in §155.350(a) (the cost-sha
ring rule for Indians with household income5under 300 p

ercent of the

FPS).

(4) For the purposes of paragraph (g) of this section,
''household income" means household income as defined

 in section

366(d)(2) of the Code.

(h) Eligibility for enrollment through the Exchange in a QH
P that is a catastrophic plan. The Exchange must det

ermine an

applicant eligible for enrollment in a QHP through the Exc
hange in a QHP that is a catastrophic plan as defined

 by section

t302(e) of the Affordable Care Act, if he or she has m
et the requirements for eligibility for enrollment in a QHP 

through the

Exchange, in accordance with §155.305(a), and eith
er—

(1 p Has not attained the age of 30 before the beginning 
of the plan year; or

(2) Has a certification in effect for any plan year that h
e or she is exempt from the requirement to maintain mini

mum

essential coverage under section 5000A of the Code by r
eason of—

https://www.ecfigov/cgi-bin/text-idx?SID=3977ca79bf7b
1b55Gd9ecdcff3f88c58&mc=Vue&nod~se45.1.155_1305&rgn=d
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eCFR — Code M Federal Regulations ~ .(i) Section 5000A(e)(t) of the Code (relating to individuals without affordable coverage); or

(ii) Section 5000A(e)(5) of the Code (relating to individuals with hardships).
[77 FR 18494, Mar. 27, 2012, as amended at 78 FR 15533, Mar. 11, 2013; 78 FR 42315., July 15, 2013; 81 FR 94177, Dec. 22, 2016; 83FR 17061, Apc 17, 2018]
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Title 45 y Subtitle A—~ SubchapterB —~ PaA 
155 —~ Subpart E --~ §155.410

Title 45: Public Welfare

PART 15S-EXCHANGE ESTABLISHMENT STA
NDARDS AND OTHER RELATED STAND

ARDS UNDER THE AFFORDABLE

CARE ACT
Subpart E—Exchange Functions in the Individual

 Market: Enrollment in Qualified Health Pla
ns

§155.410 Initial and annual open enrollment periods
.

(a) GeneraPrequirements. (1) The Exchange mus
t provide an initial open enrollment period 

and annual open enrWirnent

periods consistent witFf this section, during wh
ich 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 enrollee to

 change QHPs during the initiaF

open enrollment period speafied in paragraph (b)
 of this section, the annual open enrollmen

t period, speafied in paragraQh (e)

of this section, or a §pecial enrollment period desc
ribed in §t 55.420 of this subpaR for which 

the qual~ed individual has been

determined eligible.

(b}Initial open enrollment period. The initial o
pen enrollment period begins October 1, 2

013 and extends through March 31,

2014.

(c) Effective coverage dates for initial open 
enrollment period—(1) Regular effective dates. 

For a QHP selection received

by the Exchange from a qualfied individual—

(i) On or before December 23, 2013, the E
xchange must ensure a coverage effective date o

f January 1, 2014.

(ii) Between the first and fifteenth day of any s
ubsequent month during the initial open enrol

lment period, the F~cchange

must ensure a coverage effective date of the first
 day of the following month.

(iii) Between the siuteerrth and last day of the mon
th for any month between January 2014 a

nd Match 31, 2014 or between

the twenty-fourth and the thirty-first of the mon
th of December 2013, ttte F~cohange must

 ensure a coverage effective date of the

first day of the second following month.

(iv) Notwithstanding ffie requirement of parag
raph (c)(1)(i) of this section, an Exchange or S

HOP operated by a State may

require a January 1, 2014 effective date for pl
an selection dates later than December 23, 20

13; a SHOP may also establish

plan selection dates as early as December 15, 
2013 for enrollment in SHOP QHPs for a Janu

ary 1, 2014 coverage effective

date.

(v) Notwithstanding the regular effective dates 
set forth in this section, an F~cchange may all

ow issuers to provide for a

coverage effective date of January 1, 2014 for
 plan selections received after December 23; 2

013 and on or before January 31,

2014, if a QHP issuer is willing to accept such 
enrollments

(2) Option for earlier effective dates. Subject t
o the Exchange demonstrating to HHS that all of 

its participating QHP issuers

agree to effectuate coverage in a timeframe s
horter than discussed in paragraphs (c)(1)(

ii) and (iii) of this section, the Exchange

may do one or both of the following for all appl
icable individuals:

(i) Fora 4HP selection received by the F~cch
ange from a qualified individual in accorda

nce 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 dete
rmined eligible for advance payments of the p

remium tax credit or cost-

sharing reductions; or

(B) The qualified individual pays the entire pr
emium fa the first partial month of coverage a

s well as all cost sharirx~,

thereby waiving the benefit of advance payments
 of the premium tax credit and cost-sharing

 reduction payments until the first of

the next month.

hops://www.ectugovlcgi-6iMlext-idx?SID=3977ca79bOb1
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(ii) For a QHP selection received by the Exchange from a qualified individual on a date set by the Exchange aftertFiefifteenth pf the month for any month between December 2013. and March 31, 2014, the Exchange may provide a coverageeffective date of the first of the following month.

(d) Notice of annual open enrollment period. Starting in 2014, the Ezchan'ge must provide a written annual open enrollmentnotificdtion fo each enropee no earlier than the first day of the month before the open enrollment period begins and no laterthanthe first day of the open enrollment period._

(e) Annua/open enro/tment period. (9) Fpr the benefit year beginning on January t , 2015, the annual open enrollmentperiod. begins an November 15, 2014; and extends through February 15, 2015.

(2) For the benefit years beginning on January 1, 2016 and January 1, 2017, the annuaP open enrollment period begins onNovember A of the calendar year preceding the benefit year, and :extends through January 31 of the benefit year.
(3) For the beneffi years beginning on or aftei January 1, 2018, the annual open enrollment,period begins on Noverptier 1and extends through Deoem6er 15 of the calendar year preceding the benefit yeas

(fj Effective date: {1) For the benefif year beginning on January 1, 2015, the F.~cchange must ensure coverage is efiective-
(i) January 1, 2016, for QHP selections received 6y the Exchange on or before December 15, 2074,
(ii) February 1, 2015, for QhJP selections received by the F~cchange from December 16, 2014 through January 75, 2015.
(iiip March 1, 2015, forQHP selections received by the Exchange from January 18; 2015 through February 15, 2015.
(2) For benefit yearspeginNng on or after January t, 2016, the Euchange must ensure that coverage is effectiye-
(i) January 1; for QHP selections received by the F~cchange on or before December 15 ofthe calendar year preceding thebenefityeac

(iij February 1, for QHP selections received by the Exchange from Decertd~er 16 of the c~endar year preceding the benefityear through January 15 of the benefit year.

(iii) March 1, for QHP selections received by the Exchange frorr! January 16 through January 31 of the benefit year.
(g) Automatic enrollment The Exchange may automatically enroll qualified individuals; at such tlme and in Such manner asHHS may spEoify, antl subject to the Exchange demonstrating to HHS that it has good cause to pertorm such aukometicenro0mertts.

[77 FR 18444; Mac 2Z 2012, aS amended at 78 FR 76278, Dec. p, 2013; 79 FR 13838; Mar.11, 2014; 79 FR 30348, May 27, 2014; 80FR 10866; Feb. 27, 2015; 81 FR 12343, Mac $, 2016; 82 FR 18381, Apr. 18, 2017]

Need assistance?

https://ww,uecfcgoWegi-biMexFida?SI~3977ca79bflb1b558d9ecdcff3f88c68&mc=true&node=5e45.1:155_1410&rgn=div8 2/2
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(4) Present an argument without
.undue interference; and

(5) Question or refute an9 testimony
or evidence, including the opportunity
to confront and cross-examine adverse
witnesses.
(e) Information and evtdence to be con-

sidered. The appeals entity must con-
eider the information used to deter-
mine the appellant's eligibility as well
as anyadditional relevant evidence
presented during the course of the ag-
peals process, including at the hearing'.
{f) Standard oI review. The appeals en-

tity will review Lhe appeal de novo and
will consider all relevant facts and evi-
dence adduced during the appeals proc-
ess.

[78 FR 59136, Aug. 3D, 2013, as amended at 81FR 72?49, Mar. 8, 2016]

$155.540 Expedited appeais.
(a) Expedited appeads. The appeals en-

tits must establixh and maintain an
expedited appeals. process for an appel-

. lent to request an expedited process
where there is an immediate need for- health services because a standard ap-_... _. peal...could -jeopardize-the appellant's
life, health, or sMlity to attain, main-
fain, or regain maximum function.
(b) Denied of ¢request jor expedited ap-

peal. If theappeais 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 3n accordance 'with
§155.545(b)(1); and
(2) Inform the appellant, promptly- and without undue delay, through elec-

tronie 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-
lishad by the Secretary. Written noticeof the denial must include—
(i) The reason for the denial;
(ii) An explanation that the appeal~. request will be transferx'ed to the

standard process; and
(iii) An explanation of the appellant's

rights under the standard process.

¢ 155b45 Appeal decisions.
(a) Appeal decisions. Appeal decisions
must—
(1) Be based exolusivelY on the inPor-

mation and evidence speciRed in
§155.535(e) and the eligibility require-

45 CfR Subtitle A p0-1-16 Editior~

merits 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
CAIP review to the appeals entity in
accordance with 42 CFR 93110(c)(1)(ii)
or 457.1120, the eligibility requirements
under 42 CFR. parts 435 and 457, as. ap-
plicable;
(2) State the decision, including a

,plain language deseriptlon of the effect
of the decision on the appellant's eligi-
bility;
(3) Summarize the facts relevant to

the appeal;
{4) Identify the legal basis, including

the regulations that support the deci-
lion,
(5) State the effective date of the de- -cision; and
(6) If theappeals entity is a State Ex-

change appeals entity—
(i) Provide an explanation of the ap-

pellant's right to pursue the appeal be-
fore the FII3S appeals entity, including
the applicable timeframe; if the appel-
lant remains dissatisfied with the eligi-
bility determination; and
(ii) Sndicate that the decision of the

State Exchangeappeals entity is final,
unless the appellant pursues the appeal
before the FR3S appeals entity. -(b) Notice of appeal decision.. The ap-
peals entity—
(i) Must issue written notice of the

appeal decision to the appellant within
90 days of the date an appeal iequest
under §155.520(b) or (c) is received, as
administratively feasible. 

',.(2) In thecase of an appeal request
submitted under §155.540.that the ap-
peals entitydetermines meets the cri-
teria for anexpedited .appeal, must
issue the notice as expeditiously as
reasonably possible, consistent with.the timeframe established,by the Sea
retary.
(3) Must provide notice of the appeal

decision and instructions to cease
pended eligibility to the appellant, if
applicable, via secure electronic inter-
face, to the Exchange or the Medicaid -or CHIP agency, as applicable. -
(c) ImPlement¢tian of appe¢Z decisions.

The Exchange, upon receiving the na rtics described in paragraph (b), must
promptly—
(i) Implement the appeal decision ef- .fective-

1090
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fiitie 45 -. Subtitle A -+ Subchapter B -. Part 155 -. Subpart F -. §155.555.

7iHe 45: Public Welfare
PART 155-EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLECARE AC7
Subpart F—Appeals of Eligibility Deterrninations for Exchange Participation and Insurence Affordability Programs

§155.555 Employer appeals process:

{a) Genera/requirements. The provisions of this section appty to employer appeals processes through which an employermay, in response to a notice under §155.310(h), appeal a determination that the employer does not provideminimum essential.coverage through an employer-sponsored plan or that the employer does provide that coverage but it is not affordable coveragewith respect to an employee.

{b) Exchange employer appeals process. An Exchange may establish an employer appeals process in axordance with therequirements of this section and §§155.5050 through (h) and 155.510(a)(i) and (2) and (c). Where an F~cchange has notestablished an employer appeals'proczss, HHS will provide an employerappeals process that meets the. requirements of thissection and §§155.5050 through (h) and 155.510(a)(1) and (2) and (c).

{c) Appea/request. The Exchange and appeals entity, as applicable, must—

(1)Allow an employer to request an appeal within 90 days from the date the notice described under §155.310{h) is sent;
(2) Allow an employer to submit relevant evidence to support the appeal;

(3) Allow an empbyer to submit an appeal request ta—

(i) The Exchange or the 6cGiange appeals entity, if the Exchange establishes an employer appeals process; or
(ii) The HHS appeals entity, if the F~cchange has not established an employer appeals process;
(4) Comply with the requirements of §155.520(a)(1) through (3); end

(5) Consider an appeal request valid if d is s~mitted in accordance with paragra~ (c)(A) of this section and with thepurpose of appealing. the determination ident~ed in thenotice specified in §155.310(h):
(d} Noticepf appeal request. (1) Upon receipt of a valid appeal request, the appeals er~tRy must-
(i) Send timely acknowledgement of the receipt of the appeal request to the employer, including an eacpianation of theaPPeals process 

g
(ii) Send. timely notice to the employee of the receipt of the appeal request, including= r
(A) An explanation of the appeals process;

(B) Instructions for submitting add'Rional evidence for consideration by the appeals entity; and
(C) An explanation of the potential effect of the employer's appeal on the employee's eligibility.
(iii) Promptly Hotly the F~cchange of the appeal, if the employer did not initially make the appeal request to the Exchange.
(2) Upon receiptpf an invalid appeal request, the appeals entity must promptly and without undue delay send written noticeto the employer that the appeal request is not valid because it fails to meet the requirements of this sectipn. The written notice Jmust inform the empioyer—

Q) That the appeal request has not been accepted;

(ii) About the nature of the defect in the appeal request; and

https:/h+nvw.ecfr.gov/cgi-binftexFidx?SID=3977ca79bt7b1 b556d9ecdeff3B8c58&mc~true&node=se45.t.t55 1555&ign=tliv8 t/3 F
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(iii) That the employer may cure the defect 
and resubmit the appeal request by the da

te determined. under paragraph (c) of

this section, or within a reasonable timefr
ame established by the appeals entity.

(iv) Treat as valid an amended appeal req
uest that meets the requirements of this 

section, including standards for

timeliness.

(e) Transmittal and receipt of records. (1) 
Upon receipt of a valid appeal request und

er this section, or upon receipt of the

notice under paragraph (d)(1)(iii) of this sec
tion, the F~cchange must promptly transmi

t via secure electronic interface to the

appeals entity—

(i) The appeal request, if the appeal request 
was initially made to the Exchange; and

(ii) The employee's eligibility record.

(2) The appeals entity must promptty co
nfirm receipt of records transmitted pursua

nt to paragraph (e)(1) of this section to

the entity that transmitted the records.

(~ Dismissal of appeal. The appeals entity—

(1)Must dismiss an appeal under the circ
umstances specified in §155.530(a)(1) or 

if ttie request fails to comply with the

standards in paragraph (c)(4) of this sectio
n.

(2) Must provide timely notice of the dismissa
l to the employer, employee, and Exch

ange i~duding the reason for

dismissal; and

(3) May vacate a dismissal if the employer ma
kes a written request within 30 days of

 the date of the notice of dismissal

showing good cause as to why the dismissal 
should be vacated.

(g) Procedural fights of the employer. The
 appeals entlty must provide the employ

er the opportunity to—

(1) Provide relevant evidence for review o
f4he determination ofan employee's el

igibility for advance payments of the

premium tax credit or cost-sharing redu
ctions;

(2) Review—

(i) The information described in §155.310(h
)(1);

(ii) Information regarding whether the employe
e's income is above or below the threshol

d by which the affordability of

employer-sponsored minimum essential cove
rage is measured, as set forth by standard

s described in 26 CFR 1.368; and

(iii) Other data used to make the determ
ination describetl in §155.3050 or (g), to 

the extent allowable by law, except the

information described in paragraph (h) of t
his section.

(h) ConS'dentiality of employee information, Ne
ither the Exchange nor the appeals entity

 may make available to an

employer any tax return information of an e
mployee as prohibited by section 6103 of the 

Code.

(i) Adjudication of employer appeals. Em
ployer appeals must—

(1) Be reviewed by ot~e or more impartial o
fficials who have not been directly involve

d in the employee eligibility

determination implicated in the appeal;

(2) Consider the information used to deter
mine 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.

(j) Appeal decisions. Employer appeal dec
isions must-

(1) Be based exGusively on the informatio
n and evidence described in paragraph (i)(2

) of this section and the eligibility

standards in 45 CFR part 155, subpart D;

(2) State the decision, including a plain la
nguage description of the effect of the d

ecision 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 ap

peal decision within 90 days of the

date the appeal request is received, as admini
stratively feasible, to—

httpsJ/www.ecfcgov/cgi-binttexi-idx?SID=3977ca796
flb1b556d9ecdcff3f88c58&mc=true&node=5e45.1.155_1

555&rgn=div8 2/3
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(1) The employee Such notice must include—

{i) The appeal decision; and

{ii) An explanation that the appeal decision does not foredose any appeal .rights the employer may have under subtiHe F ofthe Code.

(2) The employee. Such notice must include--

(i) The appeal decision; and

(ii) An explanation chat the employee and his or her household members, if applicable, may appeal a redetermination ofeligibility that occurs as a result of the appeal decision.

(3) The Exchange.

(Q /mplementation ofthe appeal decision. After receipt of the notice under paragraph (k)(3) of this section, if the appealdecision affects the employee's eligibility, the Exchange: must promptly:

(1) Redetermine the employee's eligibility and the eligibility of the employee's household members, if applicable, inaccordance with the standards specked in §155.305; or

(2j NgtiTy the employe of the requirement to report changes' in eligibility as tlescribetl in §155:330(b)(1).
(m) Appeal record. Subject to the requirements of §155.550 anti paragraph (h) of this section, the appeal record must beaccessible to the empbyer and to the employee in a cgnvenient formatand at a convenient 6me.

[78 FR 54136, Aug. 30 2013, as amended at 79 FR 30349; May 27, 2014; 87 FR 12345, Mar. 8, 2016; 81 FR 94779, Dec. 22, 2016]
. Need assistance?

E

https[//wow✓.ech.gov/cgi-binNext-idx?SID=3977ca79bf7b1b556tl9ecticN3t88c58&mc=true&node=se45:1.155 1555&rgn=div8 313
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Title 45 -~ SubtiUe A --. Subchapter B -. Part 155 -
+ Subpart G -. §155.605

Title 45: Public Welfare

PART 155—EXCHANGE ESTABIiSHMENT STANDAR
DS AND OTHER RELATED STANDARDS U

NDER THE AFFORDABLE.

CARE ACT
Subpart G—Exchange Functions in the Individual M

arket: Eligibility Determinations for Exempti
ons

§155.605 Eligibility standards for exemptions.

(aj EJigibiuty for an exemption through the Exch
ange. Except as specified in paragraph (g) o

f this section, tFie Exchange

must determine an applicant eligible for and issue 
a certificate of exemption for any month if the E

xchange determines that he

or she meets the requirements for one or more of th
e categories of exemptions described in this

 section for at least one day of

the month.

pa) Duration of single exemption. Except as spec
ified in paragraphs (c)(2) and (d) of this section

, the Exchange may

provide a certificate of exemption only for the ca
lendar year in which an applicant submitted

 an application for such exemption

(c) Ftefigious conscience. (1) The Exchange must d
etermine an applicant eligible for an exempti

on for any month if the

applicant is a member of a recognized religious
 sect or division described in section 1402(8)(1)

 of the Code, and an adherent of

established tenets or teachings of such sect 6r d
ivision, fa such month in accordance with secti

on 5000A(~(2)(A) of the Code.

(2) Duration of exemption for religious conscien
ce. (i) The Exchange must grant the certific

ate of exemption specified in

this paragraph to an applicant who meets the stand
ards provided in paragraph (c)(1) of this 

section for a month on a confinuing

basis, until the month after the month of the indi
vidual's 21st birthday, or until such time that an i

ndividual reports that he or she

no longer meets the standards provided in para
graph (c)(1) of this section:

(ii) If the Exchange granted a certificate of exem
ption in this category to an applicant prior to his or

 her reaching the age of

21, the Exchange must send the applicant a not
ice upon reaching ttie age of 21 informing the ap

plicant 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 retrospectiv

ely.

(d) Hardship—(1) General. The Exchange must 
grant a hardship exemption to an applicant eligi

ble for an exemption for at

least 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 orshe experienced financial or domestic 
birwmstances, including an unexpected natural

 or human-pused event,

such that he or she had a significant, unexpecte
d increase in essential expenses that prevented 

him or her from obtaining

coverage under a qualified health plan;

(ii) The expense of purchasing a qualified he
alth plan would have caused him or her to e

xperience serious deprivation of

food, shelter, dothing or other necessities; or

(iii) He or she has experienced other circumsta
nces that prevented him or her from obtaining co

verage under a quailed

health plan.

(2) Lack of affordable coverage based on pr
ojected income. The Exchange must determine

 an applicant eligible for an

exemption for a month or months during which 
he or she, or another individual the applicant attest

s wiH be included in the

applicants fatuity, as defined in 26 CFR 1.366-1
(d), is unable to afford coverage in acco

rdance with the standards specified in

section 5000A(e)(1) of the Code, provided that
—

(i) Eligibility for this exemption is based on p
rojected annual household income;

{ii) M eligible employer-sponsored plan is o
nry considered under paragraphs (d)(4)(iii) and (iv)

 of this seciion if iYmeets the

minimum value standard described in §156.745
 of this subchapter

hripsJ/wewa.ecfr.gov/cgi-binftezt-idz?SID=3977ca79bflb1b
556d9ecdcH3f88c58&turf(rue&node=se45.1.155_16058rgn=div8
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(iii) Far an individual who is eligible to purchase coverage under an eligible employersponsored plan, the Exchangedetermines the required contribution for coverage such that.-

(.~ An individual who uses tobacco is treated as not earning any premium incentive related to partiapation in a wegnessprogram siesigned 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 notearned:

(G) in the rase of an employee who is eligible to purchase coverage under an eligible employetsponsored plan sponsoredby the employee's employer, the required contribution is the. portion of the annual premium that the employee would pay(wheftier thro~h salary reduction or otherwise) for the lowest cost self-oMy coverage.
(D) to the case of an individual who is eligible to purchase coverage under an eligible employerysponsored plan as amember of the employee's family, as defined in 26 CFR 1.368-1(d), the required contribution is the portipn of the annualpremium that the empfoyee.would pay (whether Through salary reduction or otherwise) for the Iowesl cost family coverage thatwould cover the employee and all other individuals who ere induded in the employee's family who have not otherwise beengrented an exemption througti the Exchange.

(iv) For an individual who is ineligible to purchase coverage under an eligible employerysponsored plan, the Exchanged~ermines the required contribution for coverage in accordance with seFtion 5000A(e)(1)(B)(iij of the Code, inGusive of allmembers of the family, as defined in 26 CFR 1.366-7 (d), who have not otherwise been granted an exemption through theExchange and who are not treated as eligible to purchase coverage under an eligible employer-sponsored plan, in accordancewflh paragraph (cQ(4)(ii) of this section, If there is not a bronze Ievei plan offered through the E~cchange in the individual'scounty, the Exchange must use the annual premium for the lowest cost Exchange metal level plan, excluding catastrophiccoverage, avatabie in the individual marke4 through the Exchange in the State in the county in whicfi the Individual resides todetermirre whether cover~ge exceeds the affordability threshold specified in section 5000A(e)(1) of the Collet and
(v) The applicant applies for this exemption prior to the last date. on which he or she could enroll in a QHP through theExchange for the month or montfis of a calendar year for which 4he exemption is requested.
(vi) The Exchange must make an exemption in this category available prospectively, and provide d for ail remaining monthsin a coverage year, notwithstanding any change in an individual's circumstances.
(3) ineligible forMedicaid based on a State's decision not to expa~: The Exchange must determine an applicant eligiblefor an exemption for a calendar year ff he or she would be determined ineligible for Medicaid for one or more months during thebenefit year solely as a result of+a State noYimplementing section 2001(a) of the ABordable Care Act.
(e) Eligibi(ityfo~an exemption through the 1RS. Hardship exemptions in this paregraph {e) can be claimed on a Federalincome talc return witfiout obtaining an exemption certificate number. The IRS may allow an individual to claim the hardshipexetnpUons tlescribed in this paragraph (e) without requiring an exemption certificate number #rom the Exchange.
(1j,Fi/ingthresho/d. The IRS may a0ow an applicant to Gaim an exemption specified in HHS Guidance publishedSeptember 18, 2014, errtitled, "Shared Responsibility Guidance--FHing Threshold Hardship Exemption,° and in IRS Notice2014-76, section B (see httpsJnvww.cros.gou/cciion.

(2) Se/f-only coverage in an eligib/e emp/over-sponsored plan, The IRS .may allow an applicant to daim an exemptionspecfied in HHS Guidance published November 21; 2014 entitled, "Guidance on Hardship Exemptions for Persons MeetingCertain Criteria," and in IRS Notice 2014.76, section A (see hltpsl/www.cros.gov/cciiWj.
{3) E/igib/e forservices through an Indian heaRh care provider. The IRS may allow an applicant to claim the exemption sspecified in HHS Guidance published September 18, 2014, entitled, "Shared Responsibildy Guidance—Exemption forIndividuals Eligidle forServices through an Indian Health Care Provider," and in IRS Notice 2014-76, section E (seehttpslM~ww.cros.gov/cciia). -

k{4) Ineligible forll9edicaid based on a State's decision not to expand. The IRS may allow an applicant to claim theexemption speafied in HHS Guidance published November 21, 2014, entitled, "Guidance on Hardship F~cemptions for Persons.Meeting Certain Criteria," and in IRS Notice 2Q14-76, section F (see h8pslfwww.cros.gov/coiioQ.
(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. fWr. 17.2018)

Need assistance? 

s

htfpsl/www.edrgoqtcgi-blMexWdx?S10=3977ca79b17b1b556d9ecdcff3f88c58&mc-true&node=se45.1:155_1605&rgn=dlv8 2/3
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specified in §155.610(1), including notice
that .the Exchan~eisunable to .verify
the attestation.
th) Exception ,far syece¢1 circumstances.

For an. applicant. who does not have
documentation withwhich toresolve
the inconsiatenc9 throughtheproceae
described in paragraph (g)(2) bfthis
section becausesuch documentation
does not ̀existor is not reasonably
available and for whom the:Fuichange
is unable to otherwise resolve the in-
consistency, the:Exchange must pro-
videanexception, ;on acase-by-case
basis, to accept an applicant's atteata-
tionas to the information which-can-
not otherwise be verified along with an
explanation of circumstances asto whYthe apglica.nt. does not have: docu-
mentation:
(i) Flei~ibll¢ty zninjornust£on colleetzon

and vertjication. HHS may approve an
Exchange: Blueprint in accordance with
§155105(d).`or a significant change. to

45 CFR Subtitle A (10-1-14 EditioN

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 individualwith a period of
90 days 4om the date on which the no-
tice described in paragraph. (g)(2)(i) of
this section is received for theappll-
cant to provide satisfactory documen-
taryevidenee gr resolve the inconsist-
ency withthe Social Secnrit9Adminis-
tration. The:date on whiehthenotice
is received :means 5.:days after thedate
on the :notice, unless theindividual
demonstrates thatheorshe did not re-
ceive the noticewithin the.5daype-
riod.

['/7 FR 11718. Feb. 27, 2012, as amended at 78FR 42322, July 15. 2013)

§ 156.620 Eligibility redeterminations
for eaempfions during a'calendaryear.

the Exchange Blueprint in accordance (a) General requerement. The Exchangewith §155.105(e) to modify the methods must redetermine :the eligibility bf anto be used for Collection Of iafoTmatiOn:individual with an exemntion er».ntedset forth in this Eby the F~tchange if it
--- -- mavion requiren vo de;

vided that HFISfinds ̀tk
fication would reduce t
tive. costs and burdens

'while maintaining accw
- mizing delay, and .that

quirementsunder. §§155.2
'naraeranh'Yil of this ̀Fa

- by

~X_

re

tion 6103 of the Code with respect to spect to the eligibility. standards forthe confidentialitydisclosure;'mainte- the exemption as specified in §155.605,nance, orruse ofsuch. information will except forthe exemption described inbe met. -. § 155.605(8)(2), within 30 days of such(j) Applicant information. :The Ex- change.change'may not require anapplicant to t2) The Exchange must allow an indi-provideinformationlbeyond the. min- 'vidual with acertitYcate of exemptionimum necessar9 to ::support the. eligi- yo. report -changes via the channelsbility ,process for exemptions..as de- .:available for'thesubmis8ion of anap-scribed in this subpart. plication, as deseribedn.§155.610(d):(k) V¢Zidation of: Social Security num -'(c) Verification of reported changes.ber. (1) For any individual who.provides The Exchange museshis or her Social Security number to (1) Verifyanyinformation reportedthe Exchange, the.: F,~cchangemust 'by an individualwith a eertificatebftransmit the Social Security .number exemption is accordance with the proc-and otheridentifying information to asses specified in.§155.615 priorto usingHHS, which will submit it to the Social such information in an eligibility rede-SeCUPity Administration. termination.(2j To the extent that the Exchange (2) Notify. an individual in accordanceis unabletovalidate an 'individuaYs with §155.610(1) after. redetermininghisSocial. Security number through the or her eligibility based on a reportedSocial Securit9 Administration, or the change.
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(3) Provide periodic electronic notifi-

cations regarding the requirements for

reporting changes and an individuaPs

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(b
)

and who has elected to receive elec-

tronic notifications, unless he or she

has declined to receive such notifYca-

tions.
(d) Effective date of changes. The Eac-

change must implement a change re-

sulting 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 occure,

and for prior months remains effective.

$155.625 Options for conducting eligi-

bility determinations for exemp-

tiona.

(a) Opttons for conducting e2igtibiiity -de-

termin¢iio>es. The Exchange may satisfy

the requirements of this subpart—

(1) Directly or through contracting

arrangements in accordance with

§ 155110(a); or
(2) For an application enbmitted be-

fore the start o£ 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 Exchange may adopt an ex-

emption eligibility determination

made by HHS, provided that—

(1) 1'he Exchange adheres to the e$gi-

Uility determination made by HHS;

(2) The ExcY~ange fY~rnishes to HHS

any information available through the

Exchange tHa.t is necessary for an ap-

plicant to utilize the process adminis-

tered by FIIiS; and
(3) The Exchange call center and

Internet Web site speciried in

§ 155.205(a) and (b), respectively, provide

information to consumera regarding

the exemption eligibility process.

[79 FR 30349, May 27, 2014]

§ 156.630 Reporting.

Requirement to provideinforraation re-

tated to tax administration. If the Ex-

change grants an individual a certifi-

§ 155.700

Cate of exemption is accordance with

§155.610(1), the Exchange must transmit

to the IRS at such time and in such

manner as the IRS may sped$—

(a} The individual's name, Social Se-

curity number, and exemption certifi-

cate number;
(b) Any otherinformation required in

guidance published by the Secretary of

the Treasury in accordance with 26

CFR 601.801(d)(2).

§ 166.636 ffight to appeal.

(a) For an application submitted be-

fore October 15, 2014, the Facchange

must include the notice of the right to

appeal and instructions regarding how

to file an appeal in any notification

issued in accordance with § 155.610(1).

(b) For an application submitted on

or after 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 §155.610(1)

and $156.626(b)(2)(i).

Subpart H—E~cchange Functions:

Small Business Health Options
Program (SHOD

$ovacE: 77 FR 18464, Mar. 27, 2012, unless

otherwise noted.

§165.700 3Eandards for theestabliah-

ment of a SHOP.

(a) General requirement. An Exchange

must provide for the establishment of a

SHOP that meets the requirements of

this subpart and is designed to assist

qualifiedemployers and facilitate the

enrollment of qualified employees into

qualified health plans.

<b) Definition. For the purposes oY

this subpart:
Group Participation rule means a re-

quirement 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-

plo9er.
SHOP dPPlication fiSer means an appli-

cant, an authorized representative, an

agent or broker of the employer, or an

$89
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Title 45 -a Subtitle A --~ Subchapter B --~ Part 155 -+ Subpart H --~ §955.710

Title 45 Public Welhare
PART 755—EXCHANGE ESTi46LISHMEPIT STANbARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLECARE ACT
Subpart H--E~cchange Functions: Small Business Health Options Program (SHOP)

§155.710 Eligibility standaMs for SHOP,

(a) Gerreral requirement. The-SHOP. must permit qualified employers to purchase bovetage for qualified empbyeesthrough the SHOP.

(b) Employerel+gibility~equireinents. An employer is a qualified employer eligible topurchase coverage through a SHOP ifsuch employer--

(1) Is a small employer,

(2) Elects to oi►er, at a minimum, all full-time employees coverage in a QHP tlirough a SHOP; and
{3) Either—

{i) Has its principal business address in the Exchange service area and offers coverage fo all its full-tlme employeesthrough that SHOP. or

(ii) Offers coverage to each eligible employee through the SHOP serving that employee's primary worksite.
(c) Participati~ in multiple SHOPS. If an employer meets the criteria in paragraph (b) of this section and makes theelection described in @)(3)(ii) of this section, a SHOP shall allow the employer to ofFer coverage to those employees whoseprimary worlcsfte is in the $HOP'S service area

{d) Cor~tinuinq e/igibiJity. The SHOP must Veat a qual~ed".employer which ceases to be a small employer solely by reasonof en increase in the number of employees of such employer as a qual'fied employer until the qualified employer otherwise failsto meet the eligibility criteria of this section or elects to no longer purchase coverage for qualified employees through the SHOP.
(e) Employee eligibility requirements. An employee is a qualified employee eligible to enroll in coverage through a SHOP ifsuch employee receives an offer of coverage from a. qualified employer. A qualfied employee is eligible to enroll his or herdependerds in coveregethrough a SHOP if the offer from the qualified employer indudes an offer of dependent coverage.

(77 FR 18464, Mar. 27, 2012, gs amended at 80 FR 10869, Fab. 27, 2015]

Need assistance?

httpsJ/ww~vecG.gov/cgi-bible#-idx?SID=3977ca78bf761 b556d9ecdcfl3f88c58&mc=true&node~se45.1.15;5 1710&rgn=div8 1/7
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Title 45 -+ Subtitle A -. Subchapter B -, Part 156 --~ Subpart C -. §156235

Title 45: Public Welfare
PART 156--HEALTH INSURANCE ISSUER STANDARDS UNDER THE AFFORDABLE CARE ACT, INCLUDINGSTANDARDS RELATED TO EXCHANGES
Subpart C--Qualified Health Plan Minimum Certfication Stantlards

§156235 Essentlal community providers.

(a) Genera/ ECP standaM. (1) A QFU' issuer that uses a provider nerivoric rrWst include in its provider network a sufficient'number and geggraphic distribution of essential cpmmunity providers (ECPs),where available, to ensure reasonable and timelyaccess to a broad range of such'providers for low-income individuals or individuals residing in Health Professional Shortage.Areas within the QHP's service area, in accordance with the F~cchange's network adequacy standards.
(2) A plan applying for QHP certification to be oBered through aFederally-facilitated Exchange has a sufficient number andgeographic distribution of ECPs if it demonstrates in fts QHP application that.-
(i) The network includes as participating practitioners at least a minimum.. percentage, as specified by HHS~ of available

satisfiaction of the essential community prouider participation standard; ansl
(ii) The issuer of the plan offers contracts to--

(A) All available Indian health qre providers in the service area, applying the special terms and conditions required byFederal law and regulations as referenced in the recommended model QHP addendum for Indian health care providersdeveloped by HHS; and

{B) At least pneECP in each of the ECP ptegories (Federally Gtuaified Health Centers, Ryaq White Providers, FatuityPlanning Providers, Indian Heait4 Care Providers, Hospitals and other ECP providers) in each county in the service area, wherean ECP in that category is availaBle and proyitles medical or dental services that are covered by the issu@rpian type
{3) If a plan applying for QHP certification to be offered through aFederally-facilitated Exchange does not satisfy the ECPstandard. described in paragraph {a)(2) of this section, the issuer must indude as part of its QHP application a natraGvejustification describing how the. plan's provider netvrork provides an adequate Ievei of service for low-income enrollees orindividuals residing in Health Professional Shortage Areas within the plan's service area and how the plan's provider networkwill be strengthened toward satisfaction of the ECP standard prior to the start of the benefityear.
(4) Nothing in paragraphs (a)(1) through (3) of this section requires any QHP to provide coverage for any specfic medicalprocedure.

(5) A plan that provides a majority of covered professional services through physicians employedby the issuer or through asingle contracted medical group may instead comply with the alternate standard described in paragraph (p) of this section.
(b) Alternate ECP standard..{7) A plan described in paragraph (a)(5) of this section must have a sufficient number andgeographic distribution of employed providers and hosp~tai facilities, or providers of its contracted medical group and hospitalfacilfties, to ensure reasonable and timely access for low-income individuals or individuals residing in Health ProfessionalShortage Areas within the plan's service area, in accordance with the Exchange's neiwork adequacy standards.
(2) A plan described in paragraph {a)(5) of tl~is Section applying for QHP certification to be offered through a Federally-facilitated Exchange. has a sufficient numtser and geographic distribution of employed or contracted providers 'rf it demonstratesin @s QHP application that—

(i) The number of its providers that are located in Health Professional Shortage Areas or Sye-digit zip codes in which 30percent or more of the popWation falls bebw200 percerrt of the Federal poverty level satires a minimum percentage, specifiedby HHS, of available essential community providers in the. plan's service area. Multiple providers at a single location will count

httpsl/www.ecftgov/cgi-bin/teut-idz?SID=4ea1b4d5650c72063b73530137e7Nfe&mc=true&node=5e45.tA56 1235&rgn=div8 V2
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as a single essential community provider to
ward both the available essential commun

ity providers in the plan's service area and

the issuer's satisfaction of the essential 
community provider participation standard; 

and

(ii) The issuer's integrated delivery system pro
vides all of the categories of services pr

ovided by entities in each of the ECP

categories in each county in the plan's s
ervice area as outlined in tfie geneYal ECP 

standard, or otherwise oBers a contracfto at

least one ECP outside of the issuer's integr
ated delivery system per ECP category in e

ach county in the plan's service area that.

can provide those services to low-income, m
edically underserved individuals

(3) If a plan does not satisfy the alternate E
CP standard described in paragraph (b)

(2) of this section,. the issuer must

include as part of its QHP application a narr
ative justification describing how the pla

n's provider networks provide an adequate

level of service for low-income enrollees 
or individuals residing in Health Professiona

l Shortage Areas within tfie plan's service

area and how the plan's provider network wi
ll be strengthened toward satisfaction of th

e EGP standard prior to the start of the

benefit yeas

(c) Definl6on. An essential community p
rovider is a provider that serves predominantly

 IoW-income, medically 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)

(i)(I~ 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 no

t receive Federal funding under special

programs, including under Title X of the 
PWS Act, or an Indian health cape provider,

 unless any of the above providers has l
ost

its status untler either of these sections, 34
0(8) of the PHS Ad or 1927 of the Act a

s a result of violating Federal law.

(d) Payment rates. Nothing in paragrap
h (a) of this section may be construed to r

equire a QHP issuer to contrect with' an

ECP if such provider refuses to accept the 
same rates and contract provisions include

d in contracts accepted by similarly

sftuated providers.

(e) Payment of Federally qualified health ce
nters. If an item a service wvered by a

 QHP is provided by a Federally-

quaGfied health center (as defined in sec
tion 1905(I)(2)(B) of the Act) to an enrollee of 

a QHP, the QHP issuer must pay the

Federally qualified health center for the i
tem or service an amount that is not less th

an the amount of payment that would have

beenpaid to the center under section 1902
@b) of the Act for such item or service. Noth

ing in this paragraph (e) precludes a

QHP issuer and Federally-qual'fied health 
center from agreeing upon payment rates o

ther than those that would have been

paid to the center under section 1902(bb
) of the Act, as bng as that rate is at least e

qual to the generaly applicable payment

rate of tF~ issuer described in paragraph
 (d) of this section.

[80 FR 10873, Feb. 27, 2015, as amended at 6
1 FR 12350, Mar. 6, 2016; B1 FR 94161, Dec.

 22, 2016]

Need assistance?

https:l/w~Nw.ech.gov/cgi-bin/text-idx
?SID=4ea1b4d5650c720b3b73530131e7ftte

&mc=true&node=se45.t.156_72358rgmdiv8
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Title 45 -, Subtitle A —. Subchapter B —. Part 156 —+ Subpart E -+ §156A25

Tide 45: Public Welfare
PART 156—HEALTH INSURANCE ISSUER STgNDARDS UNDER THE AFFORDABLE CARE ACT, INCLUDINGSTANDARDS RELATED TO EXCHANGES
Subpart f-Health Insurance Issuer Responsibili~es Vvith Respect to Advance Payments of the Premium Tau Credit and Cost-Sharing Reductions

§756.425 Changes in eligibility for cost~haring reductions.

(a) Effective date of change in assignment. if the Exchange notifies a QHP issuer of a change in an enrollee's eligibility forcost-sharing reductions (including a change in the individual's eligibility under the special rule for family policies set forth in§155.305(8)(3) of this subchapter due to a change in eligibility of another individual on the same policy), then the QHP issuermust change the individual's assignment such chat the individual isassigned to the applicable standard plan or plan variation ofthe QHP as required under §156.410(b) as of the effective date of eligibility required 6y the Exchange.

(b) Continuity of deductible snd out-o%pocket amounts. In the case of a change in assignment to a differen4 plan variation(or standard plan without cost-sharing reductions) of the same QHP in the course of a benefit year under this section, the QHPissuer must ensure that any cost sharing paid by the applicable indiNdual under previous plan variations (or standard planwithout cost-sharing reductions) for that benefd year is taken into account in the new plan variation (or standard plan wRhoutcost-sharing reductions) for purposes of calculating cost sharing based on aggregate spending by the. individual, such as fordeductibles ortor the annual limitations on cost sharing..

(c) Notice upon assignment: Beginning on January 1, 2U16, if an individual's assignment to a standard plan or planvariation of the QHP changes in accordance with paragraph (a) of this section; the issuer must provide to thaYindividual asummary of benefRs and coverage that' accurately reflects the new plan var~tion {or starxiard plan variation witFtout cost-sharing reductions) in a manner consistent with §147.200 of this subchapter as soon as practicable following receipt of noticefrom the Exchange, but not later than 7 business days foilowinA receipt of notice.

[78 FR 15535, Mar. 11, 2013, asamended at 80 FR 10875, Feb. 27, 2015]

Need assistance?

https:dwewe.ecfcgov/cgi-biNtezt-idx?SiD=4ea1b4d5650c720b3b73530131e7ftfe&mc=true&node=se45.7.t56_1425&rgn=div8 1/1
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