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Introduction: Qualified Health Plans for 2018

As defined in the Affordable Care Act (ACA), a qualified health plan (QHP) is an insurance plan that is certified
by the Health Insurance Marketplace, provides essential health benefits (EHBSs), follows established limits on
cost sharing, and meets several other requirements.

For an insurance plan to be certified as a QHP, issuers must complete and submit a QHP Application for each
plan they intend to offer on the Federally-facilitated Marketplace (FFM).

Overview of the QHP Certification Process

Issuers must annually complete the application and certification process. To facilitate this process, issuers are
encouraged to read the following published guidance:

e Each year, the Centers for Medicare & Medicaid Services (CMS) publishes a Letter to Issuers before
the certification process. This letter provides guidance for issuers seeking to offer QHPs, including
stand-alone dental plans (SADPs) in the FFMs or the Federally-facilitated Small Business Health
Options Programs (FF-SHOPS).

e In addition to the Letter to Issuers, CMS provides a Notice of Benefit and Payment Parameters and
a final rule for Exchange and Insurance Market Standards for 2015 and beyond. The notice sets
payment parameters that apply to the benefit year and proposes new standards to improve consumers’
Marketplace experience. The final rule for Exchange and Insurance Market Standards finalizes policies
regarding consumer notices, quality report and enrollee satisfaction survey, the Small Business Health
Options Program (SHOP), standards for navigators and other consumer assisters, and the premium
stabilization programs, among other standards. CMS issued a Market Stabilization Rule for 2018 in April
of 2017. The Market Stabilization rule includes changes to special enroliment periods, the annual open
enrollment period, network adequacy rules, qualified health plan (QHP) review, and actuarial value (AV)
requirements.

CMS also provides a variety of other guidance on the Health Insurance Market Reforms, and on the Health
Insurance Marketplaces in general.
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https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/Final-2018-Letter-to-Issuers-in-the-Federally-facilitated-Marketplaces-and-February-17-Addendum.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-30433.pdf
https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/508-CMS-9949-F-OFR-Version-5-16-14.pdf
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/index.html#Health%20Insurance%20Market%20Reforms
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/index.html#Health%20Insurance%20Marketplaces
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/index.html#Health%20Insurance%20Marketplaces

Table 1 shows the timeline for the 2018 QHP Application certification process, as detailed in the Letter to
Issuers.

NOTE: All dates are subject to change.

Table 1. 2018 QHP Application Timeline

Activity | Date

QHP Initial QHP Application Submission Window?! 5/10/2017-6/21/2017
éﬂglr':gg?onn CMS reviews initial QHP Application as of 6/21/2017 6/22/2017-7/25/2017
and Review |CMS sends first correction notice 8/1/2017-8/2/2017
Process Deadline for Service Area Petition 8/4/2017

Final deadline for issuer changes to QHP Application 8/16/2017

CMS reviews final QHP submission as of 8/16/17 8/17/2017-9/11/2017

CMS sends final correction notice to issuers, with agreements for 9/14/2017-9/15/2017

signature and plan lists for confirmation

States send CMS final plan recommendations 9/27/20172
QHP Issuers send signed agreements, confirmed plan lists, and final Plan 9/16/2017-9/27/2017
Agreement/ |Crosswalks to CMS
Fina_l o CMS sends certification notices with countersigned agreements and 10/11/2017-10/12/2017
Certification |final plan lists to issuers?

Limited data correction window: outreach to issuers with CMS- or 9/15/2017-10/7/2017

state- identified data errors; issuers submit corrections; CMS reviews

and finalizes data for Open Enroliment
Open Enroliment Begins on 11/1/2017

QHP Application Submission Process

Beginning in May, issuers should submit their templates and supporting documentation and justifications for all
plans they intend to have certified as part of their QHP Application. CMS requires issuers, including those
offering SADPs, to submit a completed QHP Application by the initial submission deadline on June 21, 2017,
and to make necessary updates before the final data submission deadline on August 16, 2017.

1 Unified Rate Review Template (URRT) and Form Filing submissions to CMS in States in which CMS is either the Effective
Rate Reviewer or direct enforcer of the Affordable Care Act federal reforms follow the same Initial Submission Window and
Deadline as the QHP Initial FFM QHP Application Submission Window. This submission deadline applies to URRT and Form
Filing submissions for single risk pool coverage (including QHPs and non-QHPS).

2 Separate from Correction Notices, CMS will send plan lists for confirmation to States with an FFM, including FFMs in
States performing plan management functions, and to States with SBM-FPs. CMS requires responses to that State outreach
by September 27, 2017, including notification of any plans transferred in error or a State otherwise recommends against (for
FFMs) or denies (SBM-FPs) certification of a plan. States must communicate that information to CMS in order for the
information to be incorporated into certification decisions and Certification Notices, as applicable.

3 CMS plans to send countersigned agreements with the Certification Notices for plan year 2018 (CMS will not send
Validation Notices, as was done in previous certification cycles).
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CMS relies on a number of systems to automate the data collection and validation process. Issuers use different

systems to submit their QHP Application materials, depending on the Marketplace model to which their state
belongs.

Issuers can reference a list of Submission Systems for information on the system in which issuers should file
their QHP Applications and supporting data.

Issuers may also be required to submit data to their state. Some FFM states use the System for Electronic Rate
and Form Filing (SERFF) to collect plan data, which may include copies of the QHP templates, but any data
submitted into SERFF by issuers applying for QHP certification in FFM states will not be transferred to CMS.
Issuers should ensure that changes to plan data are submitted to CMS—via the Health Insurance Oversight
System (HIOS)—and as required by their state.
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HIOS

Issuers in FFM states submit their QHP Application materials through HIOS, but all issuers, except those in

State-based Marketplaces (SBMs), need to register with HIOS to obtain a HIOS Issuer ID and record issuer
administrative contact information. In addition, states performing plan management functions submit all rate

filing information through HIOS. Refer to the HIOS Quick Reference Guide and HIOS Portal User Manual for
more information on registering and navigating through the portal.

The HIOS Modules to be completed are as follows:

Issuer Module: This is where FFM issuers submit, review, and modify QHP Application data related to
their business processes. The Issuer Module consists of sections that are accessible through tabs to
submit the templates and documentation. Refer to the Issuer Module User Guide for detailed
instructions.

e Benefits and Service Area Module: This is the module FFM issuers use to submit, review, and modify
QHP Application data pertaining to the benefits, service areas, provider networks, and prescription
drugs for each of the plans they intend to offer. The module allows issuers to submit all necessary
information using a web-based user interface and Microsoft Excel templates. Refer to the Benefits and
Service Area Module User Guide for detailed instructions.

e Rating Module: This is where issuers in FFM states and states performing plan management functions
provide rating data information for the plans they intend to offer, to determine the plans’ premiums and
benefits cost for consumers in a given Marketplace or set of Marketplaces. Refer to the Rating Module
User Guide for detailed instructions.

e Unified Rate Review System Module: This is where all QHP applicants provide the data required to
review rate increases and ensure issuers’ compliance with the single risk pool and allowable market-
level index rate adjustments to reflect reinsurance and risk adjustment. Refer to the Unified Rate Review
System Module User Guide for detailed instructions.

Issuers can also use HIOS to access Plan Preview, a tool that displays plan and issuer data similarly to the way
they display on Plan Compare on HealthCare.gov. Issuers can refer to the Plan Preview Module User Guide for
more information.

Table 2 lists the modules with their associated forms and templates that need to be completed in that section.

Table 2. Modules, Associated Forms, and Templates

HIOS QHP Application Module | Description

Issuer Module Focuses on the issuer-level QHP certification requirements. Contains the
following QHP Application sections:

¢ Program Attestations

# State Licensure

+ Good Standing

+ Accreditation

+ Essential Community Providers/Network Adequacy

Benefits and Service Area Includes QHP Application sections related to plan-level QHP certification
Module requirements. Contains the following QHP Application sections:

¢ Network ID

& Service Area

+ Prescription Drugs
¢ Plans & Benefits
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https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/HIOS-PF-QuickGuideProd-000100.pdf
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/HIOS-Portal-UserManual-082014-150200.pdf
https://www.qhpcertification.cms.gov/s/Application%20Materials
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FFM_PM_Issuer_Module_User_Guide_MY2017.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FFM_PM_User_Guide_Benefits_and_Services_MY2017.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FFM_PM_User_Guide_Benefits_and_Services_MY2017.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FFM_PM_User_Guide_Rating_Module_MY2017-41216.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FFM_PM_User_Guide_Rating_Module_MY2017-41216.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/CMS_User_Guide_Unified_Rate_Review_MY2017-41216.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/CMS_User_Guide_Unified_Rate_Review_MY2017-41216.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FFM_PM_Plan_Preview_User_Guide_MY2017.pdf

HIOS QHP Application Module | Description

Rate Module Includes QHP Application sections related to plan rates:
+ Rates Table
+ Business Rules

Unified Rate Review Module Unified Rate Review

SERFF

Issuers in states performing plan management functions and SBM(s) on the Federal Platform (SBM-FP) submit
their QHP Application through SERFF. Issuers need to contact their state for any additional application
requirements.

Questions related to SERFF functionality should be directed to the SERFF Help Desk at serffhelp@naic.org.
For information about state systems, issuers should contact the relevant state.

QHP Application Sections and Associated Templates

Most sections of the QHP Application require the submission of Excel templates that contain issuer and plan
data. Table 3 lists all required templates according to where they appear in the QHP Application submission

process.
Table 3. Required Templates
HIOS Module | Application Area | Template
Issuer Module Administrative No template—complete Issuer General Information fields and
the Marketplace General Information fields in the HIOS Plan
Finder Module
Issuer Module Program No template—FFM issuers respond to attestations in the HIOS
Attestations Issuer Module
Issuers in FFM states performing plan management functions
submit the State Partnership Marketplace Issuer Program
Attestation Response Form in SERFF
Issuer Module State Licensure No template—respond to attestations and upload state
licensure documentation in the HIOS Issuer Module
Issuer Module Good Standing No template—respond to attestations and, if necessary,
upload documentation in HIOS Issuer Module
Issuer Module Accreditation NCQA Template
URAC Template
AAAHC Template
Issuer Module Essential Essential Community Providers/Network Adequacy Template
Community
Providers/Network
Adequacy
Benefit and Service | Network ID Network ID Template
Area Module
Benefit and Service | Service Area Service Area Template
Area Module
Benefit and Service | Prescription Drugs Prescription Drug Template
Area Module
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https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/HIOS-PF-UserManual-032015.pdf

HIOS Module | Template

Issuer Module

Application Area |

Administrative No template—complete Issuer General Information fields and

the Marketplace General Information fields in the HIOS Plan

Finder Module

Area Module

Benefit and Service

Plans & Benefits

Plans & Benefits Template
Plans & Benefits Add-In

Plans & Benefits Add-In Change Log
Simple Plan Design Add-In

Rate Module

Rates

Rates Template

Rate Module

Business Rules

Business Rules Template

Module

Unified Rate Review

Unified Rate Review

Unified Rate Review Template

Plan ID Crosswalk

Plan ID Crosswalk Template

Supporting Documentation

Issuers may also be asked to submit supporting documentation and justifications as part of the QHP Application
process. Note: Not all QHP Application sections require the submission of supporting documentation or

justifications.

Table 4 lists the supporting documentation and justifications in each application section; it also includes a
description of the files, the submission criteria that determine whether an issuer must submit supporting
documentation or a justification, the section to which the supporting documentation or justification applies, and
the file-naming convention to be used by issuers when naming the supporting documentation or justification.

Table 4. Supporting Documentation and Submission Criteria

Submission Criteria

Section

Description

Suggested File Name

compliance plan that
adheres to all
applicable laws,
regulations, and
guidance; that the
compliance plan is
ready for
implementation; and
that the issuer agrees to
reasonably adhere to
the compliance plan
provided.

the Optional Program
Attestation (see Section
1: Program Attestation).

SPM Issuer Provides attestations for | Required for all issuers | Attestation |[12345_SPMissuerAttestations
Program issuers in FFM states in FFM states

Attestation performing plan performing plan

Response management functions | management functions

Form (only who are not able to (see Section 1: Program

for issuers in respond to attestations | Attestation).

FFM states via HIOS.

performing

plan

management

functions)

Compliance Provides documentation | Required if a Yes Attestation |12345_CompliancePlanandCover
Plan that the issuer has a response is provided to Sheet.pdf

(EMS Version 1
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Table 4. Supporting Documentation and Submission Criteria

Description

Submission Criteria

Section

Suggested File Name

Compliance
Plan and
Organizational
Chart Cover
Sheet

Accompanies issuer's
compliance plan and
identifies the page
numbers where the
required compliance
plan elements are

Required if a Yes
response is provided to
the Optional Program
Attestation (see Section
1: Program Attestation).

Attestation

12345 _CompliancePlanandCover
Sheet.pdf

found.
Organizational |Provides documentation | Required if a Yes Attestation [12345_OrganizationalChart.doc
Chart that the issuer has an response is provided to
organizational chart. the Attestations
required of both Medical
QHP and SADP issuers
(see Section 1: Program
Attestation).
Licensure Provides documentation | Required if a Yes State 12345_CerficateofCompliance or
Documentation |that the issuer is response is provided to |Licensure 12345 COA or
licensed. Questions 1 or 2 in the 12345 Statelicense
HIOS interface (see
Section 1; State
Licensure).
Good Standing | Describes how the Required if a Yes Good 12345_GoodStandingSupplement
Supplemental |issuer intends to comply | response is provided to | Standing alResponse
Response with state solvency Question 1 in the HIOS
standards and provides |interface (see Section 1:
a justification for Good Standing).
noncompliance that
explains the conditions
that caused the issuer
to become financially
insolvent.
Corrective Describes how the Required if a Yes Good 12345 CorrectiveActionPlan
Action Plan issuer intends to response is provided to | Standing
respond to corrective Question 2 in the HIOS
actions and provides a [interface (see Section 1:
justification that Good Standing).
explains how a
corrective action plan or
equivalent document
will address the issues
identified by the state.
Accreditation [ Demonstrates that the |Required for all Accredita- |[HIOS Issuer ID]_[Name of
Certificate issuer is accredited. accredited issuers tion Accrediting entity]

except those
participating for their
fifth consecutive year.

(EMS Version 1
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Table 4. Supporting Documentation and Submission Criteria

Description

Submission Criteria

Section

Suggested File Name

Justification

Benchmark Count and
how they are not
discriminatory.

Essential Describes why the For medical ECPs, ECP/ 12345 _ECP_supplemental_respo
Community issuer cannot meet the |[issuers whose plan Network nse
Providers ECP requirements. network does not Adequacy
Supplemental | Justifications for include at least 20 Dual product issuers should
Response medical ECPs and percent of available submit two files with the following
dental ECPs have ECPs in the service naming conventions:
different requirements. |area; that do not offer a
contract to all Indian ¢ 12345 _ECP_supplemental
health providers in the _response_QHP
service area, and that e 12345 ECP_supplemental
do not offer a contract response_SADP
to at least one ECP in - -
each available ECP
category in each county
in the service area.
For dental ECPs,
issuers whose plan
network does not
include at least 20
percent of available
ECPs in the service
area and that do not
offer a contract to all
Indian health providers
in the service area.
Access Plan Cover Sheet and QHPs and SADPs that | ECP/ 12345_Access_Plan
and Cover Access Plan that need to submit access |Network
Sheet addresses and plans will be notified | Adequacy | 15345 Access Plan_Cover She
references the 11 areas | directly by email et (if Cover Sheet is submitted as
in the Supporting a separate document)
Documentation table
under Section 1E:
Essential Community
Providers/Network
Adequacy.
Recommend the Cover
Sheet be inserted in
front of the Access Plan
(as opposed to being a
separate document).
Service Area Describes why the Required if issuer is Service 12345 XY_service_area_patrtial_
Partial County [issuer cannot provide requesting a partial Area county
Supplemental |service to an entire county service area.
Response county.
Combined Identifies reasons why | Required if a deficiency | Prescrip- 12345 XY_combined_drug
Prescription deficiency occurs in occurs in Clinical tion Drug
Drug Clinical Appropriateness,
Supporting Appropriateness, Formulary Outlier or in
Documentation | Formulary Outlier or in | Category/Class
and Category/Class Benchmark Count.
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Table 4. Supporting Documentation and Submission Criteria

Description

Submission Criteria

Section

Suggested File Name

Discrimination | ldentifies reasons why a [ Required if out-of- Prescrip- 12345 XY _treatment_protocol
—Treatment drug list may be an pocket cost is tion Drug
Protocol outlier in terms of out- | determined to be an
Supporting of-pocket cost but is not |outlier.
Documentation | discriminatory.
and
Justification
Discrimination | ldentifies reasons why |Required if language is |Plans & 12345 XY _discrimination_langua
—Language language identified as | found to be Benefits ge
Supporting discriminatory is not. discriminatory.
Documentation
and
Justification
Discrimination |Identifies reasons why |lIssuers submitin HIOS |Plans & 12345_XY_discrimination_cost_s
—Cost-Sharing | cost- sharing values when the cost-sharing | Benefits harin
Outlier: found to be outliers values are identified as
Supporting should be allowed and |outliers at the national
Documentation |are not discriminatory. |and state levels and
and remain uncorrected;
Justification SERFF submission
requirements depend
on the State.

Meaningful Identifies reasons why | Required for issuers Plans & 12345 XY_meaningful_difference
Difference the plans are that fail meaningful Benefits
Supporting meaningfully different. | difference review.
Documentation
and
Justification
Unique Plan Describes the reasons | Required if Unique Plan [Plans & 12345 XY_unique_plan_design
Design that a plan qualifies as | Design? is Yes. Benefits
Supporting unique (it is not
Documentation | compatible with the
and standard Actuarial
Justification Value Calculator) and

the methods used to

calculate actuarial value

(AV).
Silver/Gold Identifies reasons why | Required for issuers Plans & 12345_XY_silvergold
Supporting silver/gold plan that fail silver/gold plan | Benefits
Documentation |requirement is not review.
and met.
Justification
EHB- Identifies EHB Required if EHB Plans & 12345 XY_EHB_substituted_ben
Substituted benchmark benefits that | Variance Reason is Benefits efit.doc
Benefit have been substituted, |Substituted.
(Actuarial the substituted benefits,
Equivalent) and the associated
Supporting values of each.
Documentation
and
Justification

(EMS Version 1
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Table 4. Supporting Documentation and Submission Criteria

Description Submission Criteria Section Suggested File Name
Stand-Alone Describes the methods |Required for all SADP  [Plans & 12345 XY_SADP_actuarial_
Dental Plan used to calculate AV. issuers. Benefits value
Actuarial Value
Supporting
Documentation
and
Justification
Stand-Alone Details the methods Required for all SADP  [Plans & 12345 XY_description_EHB_allo
Dental Plan— |and specific analysis issuers. Benefits cation
Description of |used to determine the
EHB Allocation | EHB apportionment for
pediatric dental.
Quality QHP issuer Required for all issuers | The [HIOS Issuer ID]-[Issuer Name]-
Improvement | participating in a offering QHPs through a | technical QIS
Strategy (QIS) | Marketplace for 2 or Marketplace, whether guide may
more consecutive years |through the individual be P~ .
that offers family and/or | market or through the found here ;legljsn];tzzgrTgﬁéiigrO;Zn?;]S_'
adult-only medical SHOP Marketplace. QIS-[]
coverage and meets the
QIS minimum
enrollment threshold.

Saving Supporting Documents

Issuers should save supporting documentation and justifications using the file-naming conventions in the last
column of the table above. When saving the file, do not include spaces in the file name. A period, a hyphen, and
an underscore are the only special characters that can be used for a file name. The file name may include both
lowercase and capital letters, and its full path length must not exceed 255 characters if the file is being uploaded
to HIOS. The following document formats should be used when uploading supporting documentation and
justifications: .doc; .docx; .pdf.

Uploading Supporting Documents

Issuers are encouraged, when possible, to upload one version of the supporting documentation and
justifications. For example, when the supporting documentation or justification reasoning is the same for multiple
products or plans for a particular application section, the products and plans can be listed in one document.

Review Periods, Revision Process, and Certification

After the close of the initial QHP Application submission window, there will be two review periods during which
issuers’ QHP Applications are checked for compliance with market-wide standards and other regulations.

Following each review period, CMS will send applicants notices summarizing any need for corrections identified
during CMS'’s review. For issuers applying to offer one or more QHPs on-Marketplace, these notices will also
include critical data errors. Revisions and corrections to the QHP Application will be accepted only between
correction notices and the deadlines for resubmission. If an issuer finds an error in its documentation before a
correction period, it must wait until after correction notices are sent out. The correction notices will provide
detailed information regarding which section in the application the error has been found. Further, it will describe
how the correction(s) should be addressed to eliminate the error.

After each round of review, issuers will be able to make necessary changes to their QHP Applications, including
as a response to their notices, and upload revised QHP data templates. After the final data submission deadline
and the final review, CMS will conduct outreach to issuers that are required to enter the limited data correction
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window to correct critical data errors before Open Enrollment. However, CMS expects data submitted by the

final submission deadline to be accurate and complete, and any data changes for inaccurate application data
will result in a notice of non-compliance. Errors and corrections must be addressed before the affected QHPs
may be certified and/or displayed on HealthCare.gov.

CMS’s certification determination for the plans listed in the issuer’s application is based on the information
contained in the application. CMS reserves the right to revisit the certification status of any plan if there are any
changes to the information an issuer supplied during the application process. Issuers must notify CMS of any
changes to their QHP Application. Issuers’ plan(s) may be decertified during the plan year if CMS determines
that any of the information contained in the issuer’s application is inaccurate or incomplete, or that it no longer
meets all applicable certification standards, other program requirements, or both.

Please also be advised that CMS may contact issuers at any time as part of CMS’s routine monitoring of issuers
to ensure ongoing compliance with certification standards and other program requirements. These standards
and requirements remain in place throughout the entire plan year.

The determinations described above are based solely on CMS’s review of the application for each plan's
compliance with QHP certification standards, along with any information received by CMS from the applicable
state regulator, including appropriate state approvals. Nothing in the determinations relieve issuers of
QHPs/SADPs from the obligation to comply with all applicable state and federal requirements.

Service Area Petition Process

After June 21, 2017, issuers cannot make changes to their service area, including as a response to a CMS- or
state-identified correction, without first submitting a petition. Changes to the service area may not be made in
the QHP Application unless the petition is approved.

Any change to the name of the service area or list of counties associated with a particular plan is considered a
change in the service area, even if the issuer offers other plans or products in the counties (or partial counties)
in question. Issuers should note that while any changes to the Service Area Template (including changing the
name of the service area) necessitate a petition, a change in service area is not always directly related to
changes made to this template. That is, a change to the Plans & Benefits Template may also potentially affect
the service area. For example, changing the service area ID associated with a plan from S001 to S002
constitutes a change to service area. Any such changes made after June 21, 2017, also necessitate a petition.

Requests from FFM issuers must be submitted by August 4, 2017, to allow sufficient time for review. Issuers in
FFM states performing plan management functions should contact their states to identify the petition submission
deadline. All issuers must submit changes to their QHP Applications after the petition(s) are approved and
before the final data submission deadline of August 16, 2017.

The required forms are located at: https://www.ghpcertification.cms.gov/s/Service%20Area

Issuers in Federally-facilitated Marketplace (FFM) States

Issuers submitting a petition to change their Service Area template data must submit the following
documentation:

e State Authorization of QHP Change Request Plan Year 2018 (PY2018),

0 Issuers in states where CMS directly enforces the provisions of the Affordable Care Act should
provide evidence of approval by CMS Form Filing

e QHP Application Data Change Request Form PY2018,
e Supplement A to the Data Change Request Form PY2018, and
e Supplement B to the Change Request Form PY2018.

Issuers should submit the above completed forms to the Exchange Operations Support Center (XOSC) Help
Desk at CMS_FEPS@cms.hhs.gov. CMS will deny any data change request that does not include the above
required elements.
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Issuers in FFM States Performing Plan Management Functions

Issuers should work directly with state regulators to request and gain approval for changes to service area data.
Issuers are encouraged to use the following forms when submitting a petition to the state:

e QHP Application Data Change Request Form PY2018,
e Supplement A to the Data Change Request Form PY2018, and
e Supplement B to the Change Request Form PY2018.

Issuers should submit the above completed forms to the state. CMS will work with the state and the state will
either approve or deny the petition.

Issuers in State-based Marketplaces using the Federal Platform

e Issuers in State-based Marketplaces using the Federal platform should follow their state’s guidance on
changes to service area.

Data Integrity Tool and Review Tools

CMS provides issuers with a number of review tools to check their plans for errors in the QHP Application that
would result in correction notices following submission. Issuers should run each of the below tools, as applicable
to their issuer type (e.g. SADP/QHP) before uploading materials to HIOS or SERFF to identify and correct data
errors. Given the limited review cycle, it is critical that issuers use the tools to ensure that all data submitted is
free of errors so that their plans will be reviewed for certification on time. Table 4 provides a high-level
description of each tool’s functionality.

Table 5. High-level Description of Each Tool’s Functionality
Tool | Purpose

Data Integrity Tool* Identifies critical data errors within and across templates. Provides immediate
feedback about data, reducing issuer resubmissions. Alerts issuers and state
reviewers to irregularities in the template submissions. Imports QHP and SADP
data from most application templates. Conducts validation checks beyond the
standard HIOS and SERFF checks. Looks across templates for consistency in
key fields. Produces error reports that describe the error and its location in the
template.

Plan ID Crosswalk Tool* Checks that the Plan ID Crosswalk Template has been completed accurately,
by ensuring that all counties in all FFM plans that were offered in 2017 are
included in the crosswalk, the plans are crosswalked to valid 2018 plans, the
crosswalk reasons selected are consistent with plan offerings, and the
crosswalk is compliant with the regulation in 45 Code of Federal Regulations
(CFR) 155.335(j).

Master Review Tool* Aggregates data from the Plans & Benefits, Service Area, and ECP/Network
Adequacy, and Prescription Drug Templates and serves as a data input file to
the other stand-alone tools.

Essential Community Calculates the total number of ECPs an issuer has in each plan's network and
Providers (ECPs) Tool compares this to the number of available ECPs in that service area. This tool
will check whether the percentage of the plan's networked ECPs is equal to or
greater than the ECP threshold (as defined by federal or state regulators) to
demonstrate satisfaction of the ECP inclusion standard set forth in 45 CFR
156.235.
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Table 5. High-level Description of Each Tool’s Functionality

Tool

SADP Essential Community
Providers (ECPs) Tool*

Purpose

Calculates the total number of ECPs an issuer has in each plan's network and
compares this to the number of available ECPs in that service area. This tool
will check whether the percentage of the plan's networked ECPs is equal to or
greater than the ECP threshold (as defined by federal or state regulators) to
demonstrate satisfaction of the ECP inclusion standard set forth in 45 CFR
156.235.

Meaningful Difference Tool

Performs the "Supporting Informed Consumer Choice" review as discussed in
regulation and the 2018 Letter to Issuers. It compares all plans an issuer offers
to check whether there are multiple plans in the same county that would appear
virtually identical to a consumer.

Non-Discrimination Tool

Performs an outlier analysis for "QHP Discriminatory Benefit Design" as
discussed in the 2018 Letter to Issuers. It looks at all plans in the state, goes
through a group of pre-determined benefits, and determines if any plan has a
significantly higher copay or coinsurance for those benefits, which could
potentially mean that the coverage is discriminatory.

Cost Sharing Tool*

Runs five different checks (when they are applicable to the plan) for cost sharing
standards. This includes Maximum Out-of-Pocket (MOOP) Review, Cost
Sharing Reduction (CSR) Plan Variation Review, Simple Choice Plan Design
Review, Expanded Bronze, and Catastrophic Plan Review.

Category & Class Drug
Count Tool

Compares the count of unique chemically distinct drugs in each USPv6 category
and class for each drug list against a state's benchmark.

Formulary Review Suite:
Non-Discrimination
Formulary Outlier Review

Identifies and flags as outliers those plans that have unusually large numbers of
drugs subject to prior authorization and/or step therapy requirements in 27 USP
classes.

Formulary Review Suite:
Non-Discrimination Clinical
Appropriateness Review

Analyzes the availability of covered drugs associated with nine conditions as
recommended in clinical guidelines, to ensure that issuers are offering a
sufficient type and number of drugs.

* Indicates tools that apply for SADP issuers

Stand-alone Dental Issuers

An issuer that participates solely in the dental market—a dental-only issuer—or one that participates in both the
medical and dental markets—a dual product issuer—may offer SADPs. SADP issuers are required to complete
a subset of the entire QHP Application.

Table 6 lists each of the application sections, templates, and supporting documentation that apply to SADP
issuers, and in which section their instructions can be found.

Table 6. Instruction Location for Application Sections

Application Section

Documents Required

Instruction Section for SADP Issuers?

Administrative

HIOS Plan Finder Only (no section
instructions)

Yes—Complete Issuer General
Information Fields and the
Marketplace General Information
Fields in the HIOS Plan Finder
Module

Program Attestation

Section 1: Program Attestation Yes—Attestations in HIOS

State Licensure

Section 1: State Licensure Yes—Supporting documentation

Good Standing

Section 1: Good Standing Yes—Supporting documentation
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Accreditation Section 1: Accreditation Not required
ECP/Network Adequacy Section 1: ECP/Network Adequacy Yes—Template
Network ID Section 2: Network Identification Yes—Template
Service Area Section 2: Service Area Yes—Template
Prescription Drug Section 2: Prescription Drug Not required
Plans & Benefits Section 2: Plans & Benefits Yes—Template
Business Rules Section 3: Business Rules Yes—Template
Rates Table Section 3: Rates Table Yes—Template
Actuarial Value Calculator Appendix 1: Actuarial Value Calculator Not required

Pediatric dental is an EHB that must be offered by all issuers in the individual and small group markets. If the
pediatric dental benefits are covered by an SADP on the Marketplace, QHPs in that state are not required to
offer the pediatric dental EHBs on the Marketplace.

Dental-only issuers and dual product issuers should use either HIOS or SERFF, as applicable, to complete the
relevant application sections and templates.
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Issuer Module

Users of the Issuer Module are assigned to one or both of the following roles: Issuer Submitter, an individual
who submits the data necessary to complete the Issuer Module, and Issuer Validator, an individual who will
verify that all sections of the Issuer Module are accurate.

This module is divided into various sections with tabs to navigate through the sections listed on the top of the
page. There are three tabs to this module: the Data Submitter page, the Data Validator page, and the Final
Submission page (see Figure 1-1).

Figure 1-1. Three Module Tabs

Data Submitter Data Valdator =inal Submissson
The Data Submitter page allows Submitters to work on an existing application or view an already-submitted
application.

The Data Validator page allows Validators to view a list of all the applications that have been submitted. This
section also allows validators to upload supporting documentation and answer supplemental responses through
HIOS.

The Final Submission page allows users to cross-validate data between modules and submit the QHP
Application.

Each of these tabs are broken down further with information that needs to be entered to create a new
application or edit an existing application. For the Data Submitter page, all sections listed on the left-hand side
of the page will need to be completed before moving on to the Data Validator page (see Figure 1-2).

Figure 1-2. Data Submitter Page Selection List

Users can navigate to the Review page at any time using the left navigation links during the submission
process. The Review page shows a table listing all sections of the application, last modified date, and the name
of the user that last modified the section (see Figure 1-3). The same applies to the Validator page (Figure 1-4).
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Figure 1-3. Review Page Snapshot

You have successiully submitted this application

All sections must be complated to the best of your knowiedge before being submitied

Application Sections

Admin Data

Program Aftestations

State Licensure

Good Standing

Arcredignon

Network Adequacy

Essential Community Providers

Submitter Sections Table

Modified Date

0211172015 11:90:81 AM

D2M1/2015 11:10:35 AM

021172015 11:11:20 AM

02112015 112820 AM

02172015 11:28:28 AM

D2r1720158 11:28:34 AM

0271172015 11:20:54 AM

Madified By

TESTIRAGFFETEST.COM

TESTIRIEFFETEST.COM

TEST1E3@EFFETEST.COM

TESTIE3RFFETEST.COM

TESTIL3EFFETEST.COM

TESTISGFFETEST.COM

TESTIRIGFFETEST.COM

Submission Compiesed

Submission Comgieted

Submission Completed

Submassion Compisted

Submeission Completed

Submssion Compigted

Submmion Compieted

Figure 1-4. Validator Sections Table

Data Submitter Data Vakdator

Final Su

All sections must be completsd to the best of your imowlzdge before being submitted

Application Secfions

Admin Data

Frogram Altestasans

Slate Lcansure

Good Standing

Accrediation

Network Adeq uscy

Essental Community Prosiders

Validator Secfions Table

Modified Date
021142015 11:10:51 AM
02112015 11:10:385 AM
0211/201% 11:11.20 AM
D211/2015 11:28:20 AM
D2112015 11-26:28 AM
D2/11/2015 11-26:34 AM

O211/2015 11-28:54 AM
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Modified By

TEST1R@FFETEST.COM

TEST133@FFETEST.COM

TEST1RA@FFETEST.COM

TESTTRGFFETEST.COM

TEST193@FFETEST.COM

TEST143@FFETEST COM

TEST183@FFETEST COM

Status

Validation Passed

Valdation Fassed

WVakdation Passed

Vakdation Passad

Vakdation Passed

Validation Passed

Waldation Passad

-
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Section 1A: Program Attestations
1. Introduction

In the Program Attestations section, issuers must respond to attestations regarding the intent to comply with
FFM requirements. For 2018, the program attestations section of the Issuer Module has been updated to
include the following four subsections of attestations (in order): QHP and SADP Attestations, Medical QHP-only
Attestations, SADP-only Attestations, and Optional Attestations. These instructions only apply to FFM issuers
filing through HIOS.

Issuers in FFM states performing plan management functions need to complete and submit the State
Partnership Marketplace Issuer Program Attestation Response Form through SERFF. The 2018 State
Partnership Marketplace Issuer Program Attestation Response Form is available

at https://www.ghpcertification.cms.gov/s/Program%20Attestations.

2. Data Requirements
To complete this section, issuers need the following information:

1. Company organizational chart: Save the organizational chart using the following naming convention: [HIOS
Issuer ID]_[Title of Document]. For example: “12345 OrganizationalChart.doc.”

2. Company compliance plan.

3. Compliance Plan and Organizational Chart Cover Sheet: The 2018 Compliance Plan and Organizational
Cover Sheet is available at https://www.ghpcertification.cms.gov/s/Program%20Attestations Application
Areas and Templates.

a. To add the Compliance Plan and Organizational Chart Cover Sheet PDF into an existing compliance
plan PDF file, use the Document/Insert Pages function in Adobe Acrobat.

b. Merge the Compliance Plan and the Compliance Plan Cover Sheet into a single PDF file and save the
document using the following naming convention: [HIOS Issuer ID]_[Title of Document]. For example:
“12345_CompliancePlanandCoverSheet.PDF.”

4. Justification Form, applicable only to those issuers attesting “No” to the compliance plan optional attestation.
A blank justification form is available at https://www.ghpcertification.cms.gov/s/Program%20Attestations
Application Areas and Templates. Save the justification form using the following naming convention: [HIOS
Issuer ID]_[Title of Document]. For example: “12345 ComplianceJustificationForm.PDF.”

5. State Partnership Marketplace Issuer Program Attestation Response Form: Applicable only to issuers in
FFM states performing plan management functions submitting in SERFF. The 2018 State Partnership
Marketplace Issuer Program Attestation Response Form is available
at https://www.ghpcertification.cms.gov/s/Program%20Attestations Application Areas and Templates. Save
the form using the following naming convention: [HIOS Issuer ID]_[SPMissuerAttestations]. For example:
“12345 SPMissuerAttestations.PDF.
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3. Quick Reference

Key Changes for 2018

¢ The FFM Issuer Attestations: Statement of Detailed Attestation Responses has been removed. All FFM issuers
will now complete all attestations in HIOS only.

« The attestation language has been reorganized and streamlined.

The program attestations section of the HIOS Issuer Module has been updated to include four subsections:
Attestations required of both QHP and SADP issuers, Attestations required of Medical QHPs only, Attestations
required of SADPs only, and Optional Attestations.

All issuers are required to provide a response to each of the four subsections regardless of the certification type
for which they are submitting.

All issuers are required to upload documents depending on responses to the attestations.
Issuers responding “No” to the optional compliance plan attestation are required to upload a justification form.
The justification form is only for FFM issuers using HIOS.

L 4

L 4

* o o

+ Issuers must respond to all attestation subsections.

¢ Medical QHP-only issuers may respond “Not Applicable (NA)” to the SADP-only program attestations
subsection. SADP-only issuers may respond “Not Applicable (NA)” to the Medical QHP-only program
attestations subsection.

+ Allissuers, including those submitting only medical QHPs, only SADPs, or both, are encouraged to respond
“Yes” to the compliance plan optional attestation and upload a compliance plan and the Compliance Plan and
Organizational Chart Cover Sheet.

4. Detailed Section Instructions

All issuers and their affiliates seeking to participate in the FFM, including SADP issuers, must complete all the
program attestations subsections of the application. To complete this section, issuers must respond to all the
program attestations subsections and, as applicable, upload supporting documentation or justifications.

Attestation Area | Steps
Program Choose from the following to attest to the attestations in this section:
Attestations + Yes—if the issuer agrees to the listed issuer attestation. If Yes is selected, issuers are
required of both required to submit the Organizational Chart. Use the document upload feature in the QHP
Medical QHP and and SADP Attestations subsection and select “Organizational Chart” as the document type.
SADP issuers + No—if the issuer does not agree to the listed issuer attestation. If No is selected, issuers

may still submit an Organizational Chart or “Other” document.

Note: All issuers who wish to offer either certified QHPs or SADPs are required to
respond “Yes.”

Program Choose from the following to attest to the attestations in this section:

Attestations + Yes—if the issuer agrees to the listed issuer attestation.

required of Medical |4 No—if the issuer does not agree to the listed issuer attestation.

QHP issuers only + Not applicable (NA)—if the issuer is not submitting for Medical QHP certification.
Note: Applicants applying to offer medical QHPs are required to respond “Yes” with

regard to those medical QHPs. All applicants not applying to offer medical QHPs should
select “NA” (not applicable).
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Attestation Area | Steps
Program Choose from the following to attest to the attestations in this section:
Attestations + Yes—if the issuer agrees to the listed issuer attestation.

required of SADP | 4 No—if the issuer does not agree to the listed issuer attestation.

Ls)suers only + Not applicable (NA)—if the issuer is not submitting for SADP certification.
A'[toegsrtzg]ons Note: Applicants applying to offer SADPs are required to respond “Yes” with regard to

those SADPs. All applicants not applying to offer SADPs should select “NA” (not
applicable).

Optional Program | Choose from the following to attest to the attestations in this section:

Attestations + Yes—if the issuer agrees to the listed compliance plan attestation. If Yes is selected,
submit the Compliance Plan and the Compliance Plan and Organizational Chart Cover
Sheet. Use the document upload feature in the Optional Attestations subsection and select
“Compliance Plan” as the document type.

+ No—if the issuer does not agree to the listed compliance plan attestation. If No is selected,
complete and submit the justification form. Use the document upload feature in the Optional
Attestations subsection and select “Other” as the document type. Issuers may still submit a
Compliance Plan.

Note: CMS encourages all applicants, including those submitting medical QHPs, SADPs,

or both to respond “Yes” and upload a Compliance Plan and the Compliance Plan Cover

Sheet.

The specific attestations for each of the four subsections are shown below.

Attestation Area | Attestation
Program Applicant agrees to adhere to all of the certification standards and operational
Attestations requirements applicable to applicant in 45 CFR Parts 153, 155, and 156

required of both
Medical QHP and
SADP issuers

Program Applicant agrees to adhere to all of the certification standards and operational
Attestations requirements applicable to applicant in 45 CFR Parts 146, 147, 155, and 156.
required of Medical
QHP issuers only

Program Applicant agrees to adhere to all of the certification standards and operational
Attestations of requirements applicable to applicant in 45 CFR Parts 155 and 156.
SADP issuers only

Optional Program | Applicant attests that it is submitting a compliance plan that adheres to all applicable
Attestations laws, regulations, and guidance, that the compliance plan is ready for implementation,
and that the applicant agrees to reasonably adhere to the compliance plan provided. The
applicant agrees to submit in advance any changes to the compliance plan to HHS for
review. Applicant will upload a copy of the applicant’s compliance plan.

Issuers responding “No” to the optional attestation must provide a justification for why they are not attesting
“Yes” to providing a compliance plan. A sample completed justification form looks like Figure 1A-1.
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Figure 1A-1. Sample Completed Justification Form

Optional Program Attestation Justification
for the Federally-facilitated Marketplace

Note: This form is only for FFM issuers who submit their QHP Application in
HIOS. Issuers who apply via SERFT should submit a justification on the
Statement of Detailed Attestations Responses form.

The compliance plan attestation 1s optional. CMS encourages all applicants, mcluding
those submitting only medical QHPs, only SADPs, or both, to respond “Yes™ and upload
a compliance plan and the compliance plan cover sheet in the Issuer Module.

If you responded “No™ to the optional compliance plan program attestation. provide an
explanation below:

Issuer is in the process of developing a compliance plan that will adhere to the laws,
regulations and guidance. When the compliance plan is completed, it will be submitted to
HHS.

Issuer name: |Acme ‘

HIOS ID: |12345 |

If tha= provides meufficient space to st vour pustifications, pleass print out apother form and add addihonal reasons there.

Version 1 1 2018 Optional Program Attestation Justification

Issuers completing the Compliance Plan and Organizational Chart Cover Sheet should respond “Yes” or “No” to
each evaluation criterion and should identify the applicable page number in the compliance plan where
language supporting the evaluation criterion is found. Provide any organizational chart information requested on
the same cover sheet.

CMS expects issuers to acknowledge that their compliance plans are applicable to Marketplace products and
operations and to provide examples of specific plans or processes to comply with Marketplace requirements
(see the “Compliance Plan Contents” section of the Compliance Plan and Organizational Chart Cover Sheet).

@S Version 1 20 2018 QHP Application Instructions



For example, issuers may have a Marketplace Module as a part of employees’ compliance training, or they may
develop audit plans to evaluate compliance risks in the Marketplace line of business.

A sample partially-completed Compliance Plan and Organizational Chart Cover Sheet looks like Figure 1A-2.

Figure 1A-2. Sample Compliance Plan and Organizational Chart Review Cover Sheet

QHP Issuer Compliance Plan and Organizational Chart
REVIEW COVER SHEET

Issuers will be asked fo submit a Compliance Plan and Organizational Chart as part of the application process for certification of
qualified health plan(s). The criteria listed below contain minimum requirements for this review. Compliance Plans will be reviewed
based on this criteria. Issuers should respond to the evaluation criteria and, where applicable, state the page number where language
supporting the response can be found. This initial evaluation and review cover sheet will be used to evaluate the adequacy of the
Compliance Plan and Organizational Chart and will assist in the ongoing monitoring of issuer compliance.

Certification of a health plan does not prevent CMS from identifying or addressing weaknesses in the Compliance Plan and/or the
Organizational Chart submitted by an issuer as part of its application at a later date.

Page

Evaluation Criteria Yes No
Number

Compliance Plan and Organizational Chart Submissions

Applicant uploaded a copy of its Compliance Plan. N/A

Applicant uploaded a copy of the Organizational Chart. N/A

Compliance Plan Contents

A. Written policies and procedures

1. Does the Compliance Plan include a statement that articulates the issuer's commitment to comply
with all applicable federal and state rules, regulations, and standards?

2. Does the Compliance Plan include written standards of conduct for employees? 2-3

3. Does the Compliance Plan provide guidance for employees, contractors, subcontractors, or other
applicable entities on the process for dealing with potential compliance issues?

4. Does the Compliance Plan describe the methods, process, and procedures used to implement
the Compliance Program?

45

ONOHONIOIRRIOIO,
00|00} ||0|0

6-10

Page 1 QHP Issuer Compliance Plan and Organizational Chart Cover Sheet

January 3, 2017
CLOSE HOLD - DO NOT SHARE

INFORMATION NOT RELEASABLE TC THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly disclosed and may be privileged and confidential. Itis
for internal government use only and must not be disseminated, distributed, or copied to persons not autherized to receive the information. Unauthorized disclosure may result in
prosecution fo the full extent of the law.
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Section 1B: State Licensure
1. Introduction

In the State Licensure section, issuers must indicate their licensure status and provide documentation that
shows they satisfy licensure requirements for the applicable QHP markets, service areas, and products. To
verify the licensure information, issuers must upload a copy of their state license, certificate of authority (COA),
certificate of compliance, or an equivalent form or document for each state in which they seek QHP certification.
An issuer may still apply for certification if it has not yet obtained a license or COA from the state Department of
Insurance, but it must submit evidence of licensure during the QHP Application resubmission window. These
instructions apply to QHP and SADP issuers.

2. Data Requirements
To complete this section, issuers need one of the following:

1. State license
2. COA

3. Certificate of compliance, which is included as part of the Uniform Certificate of Authority Application
used to apply for a license or COA; and

4. A form or document equivalent to one of the above.

3. Quick Reference

Key Changes for 2018

+ No changes for the 2018 QHP Application

+ Issuers must provide licensure documentation for all products and service areas in which it intends to offer a
QHP. This requirement applies to all licensed issuers, including any affiliated or other issuers underwriting the
dental benefits that the QHP proposes to offer.

+ Issuers must submit one form of licensure documentation (state license, COA, certificate of compliance, or the
equivalent).

« |If the issuer is not yet licensed and therefore unable to provide licensure documentation during the initial
application submission, the issuer must submit evidence of licensure during the QHP Application resubmission
window.

¢ Save documents using the following naming convention: [HIOS Issuer ID]_[Title of Document], for example,
“12345_StateLicense.doc” or “12345 COA.doc” or “12345_Certificateof Compliance.doc.”
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4. Detailed Section Instructions

Licensure Question | Steps
Does the applicant have Choose from the following options:
either a license, COA, + Yes—if the applicant is licensed for every product type and every service area
certificate of compliance, or for which it is applying. If Yes is selected, supporting documentation is required.
equivalent form or document Upload proof of licensure in the State Licensure Module and select the
authorizing it to offer every applicable document type (i.e., “State License,” “Certificates of Authority,” or
product type in every service “Description of Outstanding Licensure”).
area that it is currently + No—if the applicant is not licensed for every product type and every service area
applying for in the identified for which it is applying. If No is selected, proceed to next step.
state?
Does the applicant have Choose from the following options:
either a license, COA, + Yes—if the applicant is licensed for some but not all product types or service
certificate of compliance, or areas for which it is applying. If Yes is selected, supporting documentation is
equivalent form or document required. Upload proof of licensure in the State Licensure Module and select the
for some but not all products, applicable document type (i.e., “State License,” “Certificates of Authority,” or
or some but not all service “Description of Outstanding Licensure”).
areas for which the applicant |e No—if the applicant is not licensed for any of the product types or service areas
is currently applying in this for which it is applying. If No is selected, enter the estimated date of licensure:
QHP Application? + The estimated date must be no later than 90 days before Open Enroliment.

+ Issuers must be licensed to become certified.
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Section 1C: Good Standing
1. Introduction

In the Good Standing section, an issuer must demonstrate compliance with all applicable state solvency and
regulatory requirements. An issuer must be licensed in the state for which it is applying to satisfy the good
standing standard. If an issuer does not comply with the good standing standard, it must complete the
appropriate supporting documentation. These instructions apply to QHP and SADP issuers.

2. Data Requirements
If an issuer does not comply with the good standing standard, it needs to provide the following information:

1. If applicable, a description of how the issuer will comply with state solvency requirements and

2. |If applicable, a description of how the issuer will respond to corrective actions.

3. Quick Reference

Key Changes for 2018
+ No changes for the 2018 QHP Application

« |If the issuer does not comply with the state solvency requirements or the issuer is under corrective action
related to financial review, it must complete supporting documentation and provide a justification.

¢ Save documents using the following naming convention: [HIOS Issuer ID]_[Title of Document], for example,
“12345_GoodStanding.doc.”

4. Detailed Section Instructions

Good Standing Questions | Steps

1. Is the applicant seeking Choose from the following options:

QHP certification for this

state currently out of
compliance with any

requirements for the

applying to offer QHPs?

applicable state solvency

calendar year in which it is

¢ Yes—if the applicant does not comply with state solvency requirements. If Yes is
selected, supporting documentation and a justification are needed. Upload the
supporting documentation in the Good Standing Module and select “Solvency
Compliance” as the document type.

+ No—if the applicant complies with state solvency requirements. If No is selected,
proceed to the next step.

2. Is the applicant currently
under any corrective
action related to financial
review?

Choose from the following options:

¢ Yes—if the applicant is under corrective action related to financial review. If Yes
is selected, supporting documentation and a justification are needed. Upload the
supporting documentation in the Good Standing Module and select “Corrective
Action” as the document type.

+ No—if the applicant is not under corrective action related to financial review.
If No is selected, proceed to the next section of the application.

Issuers that do not comply with the good standing standard must submit supporting documentation and a

justification.

(é’MS Version 1

24 2018 QHP Application Instructions




Good Standing Supporting Document

If the response to question 1 is Yes (the issuer does not comply with state solvency standards), the issuer
must upload a description of how it intends to comply and provide a justification for noncompliance.

+ The description should include the following:
= List of solvency requirements with which the issuer currently does not comply
= Detailed explanation of the plan to comply
= Time frame for complying.

The justification should explain the conditions that caused the issuer to become financially insolvent (such as
insufficient premium income or catastrophic medical expenses).

If the response to question 2 is Yes (the issuer is under corrective action), the issuer must upload a description
of how it intends to respond to corrective actions and provide a justification.
+ The description should include the following:

= List of corrective actions issued

= Detailed explanation of the plan to respond to corrective actions

= Time frame for implementing the corrective actions plan.

The justification should explain how a corrective action plan or equivalent document will address the issues
identified by the state.
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Section 1D: Accreditation

1. Introduction

In the accreditation section, an issuer will need to enter information to satisfy the accreditation QHP certification
requirement. Issuers can enter information for an accredited product in the Commercial, Medicaid, or
Marketplace markets. These instructions apply only to FFM QHP issuers filing through HIOS.

States performing plan management functions and SBM-FP issuers do not need to submit the Accreditation
Templates if they are submitting a QHP Application through SERFF, and the state does not require the
templates. Instead, the issuer should comply with the requirements for accreditation data collection specified by
its state.

2. Data Requirements
To complete this section, an issuer needs the following information:

1. For Accreditation Association for Ambulatory Health Care (AAAHC) accreditations
a. HIOS Issuer ID;
b. AAAHC organization identification number for existing AAAHC-accredited health plans, if applicable;

c. Current accreditation market type, status, and expiration date for the issuer's AAAHC-accredited
products (found on the accreditation certificate); and

d. AAAHC accreditation certificates for existing accredited health plans in the state in which the issuer
is applying to offer coverage, if applicable.

2. For National Committee for Quality Assurance (NCQA) accreditations
a. HIOS Issuer ID;
b. Product ID, which is the issuer’'s HIOS Product ID;

c. NCQA organization ID (Org ID) and Submission ID (Sub ID) for existing NCQA-accredited health
plans, if applicable;

d. Current accreditation market type, status, and expiration date for the issuer's NCQA-accredited
products (found on the accreditation certificate); and

e. NCQA accreditation certificates or a copy of the issuer's NCQA Interactive Survey System (ISS)
results pages for each existing accredited health plan in the state in which the issuer is applying to
offer coverage, if applicable.

3. For URAC accreditations
a. HIOS Issuer ID;

b. URAC certificate number (referred to as the “application number” on the template) for existing
URAC-accredited health plans, if applicable;

c. Current accreditation market type, status, and expiration date for the URAC-accredited products
(found on the accreditation certificate); and

d. URAC accreditation certificates for each existing accredited health plan in the state in which the
issuer is applying to offer coverage, if applicable.

4. QIS
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3. Quick Reference

Key Changes for 2018

+ An issuer entering its fifth consecutive year of participation in the Marketplace is not required to submit
accreditation certificate(s) with its application.

< If an issuer is entering its initial year of QHP certification, it must schedule (or plan to schedule) a review with a
recognized accrediting entity (i.e., AAAHC, NCQA, or URAC). An issuer is not required to be accredited in its
initial year of QHP certification.

¢ Any information provided on accredited products must be for the same legal entity in the same state that
submits the QHP Application.

« If an issuer is entering its fourth consecutive year of QHP participation, it must be accredited in the Marketplace
market and with one of the following statuses:

=  AAAHC: Accredited
= NCOQA: Excellent, Commendable, Accredited, or Provisional
= URAC: Full or Conditional.
o If anissuer is accredited by AAAHC, it must e-mail its accreditation data to CMS FEPS@cms.hhs.gov.
& An issuer must provide its accrediting entities with the issuer legal name and HIOS Issuer ID used in its QHP
Application to ensure the correct name is used on its accreditation certificates.
¢ Excel template file names must be all lowercase and cannot contain spaces. For example, “accreditation_data”
is a valid template file name, but “Accreditation_data” or “accreditation data” is not a valid template file name.
+ Use the following naming convention for the accreditation certificate: [HIOS Issuer ID]_[Name of Accrediting
entity], for example, “12345_NCQA.pdf”.

4. Detailed Section Instructions

Accreditation Questions | Steps
Does the applicant currently | Choose from the following options:
have any Commercial, + Yes—if the issuer has existing health plan accreditations on any products in the
Medicaid, or Marketplace Marketplace, Commercial, or Medicaid market from NCQA or URAC. Dual
health plans in this state, issuers with an accredited medical plan should also select Yes. Proceed to the
[state of issuer identified], next step.
accredited by a HHS + No—if the issuer is accredited by AAAHC, is offering SADPs, or is not currently

recognized accrediting entity? accredited by NCQA or URAC.

Issuers who respond Yes to | Choose from the following options:

the above question must then | « NCQA—if the issuer is accredited by NCQA.

select the accrediting entity. | 4 URAC—if the issuer is accredited by URAC.

¢ NCQA & URAC—if the issuer is accredited by both NCQA and URAC.

After responding to the above question, issuers will be asked to complete the Terms and Conditions attestation
regardless of whether they are accredited.

Accreditation Attestations

Terms and Conditions Check the “I attest to the terms and conditions” box.
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The following steps are taken to complete the AAAHC Template.

AAAHC Template | Steps
HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
AAAHC Org ID Enter the AAAHC organization identification number printed on the Medicaid
market accreditation certificate.
Market Type Use the drop-down menu to select the appropriate market.
Accreditation Status Use the drop-down menu to select the appropriate status.
Expiration Date Enter the accreditation expiration date using the mm/dd/yyyy format. The

template only accepts an expiration date in the future.

A sample completed AAAHC Template looks like Figure 1D-1.

Figure 1D-1. Sample AAAHC Template

A B G D E
1 AAAHC Template v1.0 All fields with an astensk () are required. To validate the template, use the Validate butfon or Ctrl + Shift + V.
2 Please reference Chapter 5 of the QHP Instructions for insfruchions on complefing this femplafe
3 Validate !
4
o
6
7 HIOS Issuer ID° 12345
8 AAAHC Org 1D Market Type Accreditation Status® Expiration Date”
B i S Required:
Required: Required: Required:
- Enter the 3 to & digt AAAHC Org D Sekect the Market Type from st Select the Accrediation Status from st E"'”::" ‘“’"’:ﬂf““ -
10 123456 Exchange Accredited 10/10/2015
11 123456 Commercial Accredited 12/10/2016
12 123456 Medicaid Accredited 05/07/2015
The following steps are taken to complete the NCQA Template.
NCQA Template | Steps
HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
Market Type Use the drop-down menu to select the appropriate market.
NCQA Sub ID Enter the applicable sub ID. If the issuer has an NCQA accreditation status of

Accredited on an identified product, but the issuer’s organization has not yet submitted
Healthcare Effectiveness Data and Information Set (HEDIS) or Consumer Assessment
of Healthcare Providers and Systems (CAHPS) data for this product and does not have
an NCQA Sub ID, enter 99999 in the Sub ID field for this product.

Product Type Use the drop-down menu to select the appropriate product type.

Product ID Using the following format, enter the product ID: five-digit HIOS Issuer ID + two-letter
state abbreviation + three digits (e.g., 12345MD001).

If the issuer has multiple product IDs per product type, it needs to use only any one
product ID.

The market types for the issuer’s Product ID and its accredited product do not need to
match. If the issuer does not have a Product ID that matches the accredited product
type, fill in any valid Product ID associated with the HIOS Issuer ID.
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NCQA Template | Steps

Accreditation Status | Use the drop-down menu to select the appropriate accreditation status. The tips below

will help avoid validation errors in the template:

« Interim must be selected for Exchange/Marketplace products even if the issuer’s
certificate status is Accredited.

¢ Accredited must be selected if the issuer’s certificate status is New Health Plan.

¢ Accredited must be selected if the issuer’s certificate status is Provisional, unless the

accreditation is for the Exchange/Marketplace market, in which case the issuer must
select Interim.

Expiration Date Enter the accreditation expiration date using the mm/dd/yyyy format. The template only
accepts an expiration date in the future.

A sample completed NCQA Template looks like Figure 1D-2.

Figure 1D-2. Sample NCQA Template

A B C [ G

1 2018 NCQA Template v7.0 Al freds with an asterisk (") are required. To validate e termplale, use the Validale button or Cirl + Shill + 1. To finalize the terplate, use the Fnalize button or Cirl + Shill + £

2 alidate The information for the acoredifed products mus! be for the zame legal entity & is subimitfing the OHP applicalion.

3 Flease follow the instructions provided in the Accredilation Ghapler (Chapter 5) of the GHP Application lnstructions Manual closely and carefuly

4 Finalize The Department of Health and Human Services (HHS) will verfy the information that you have provided about your existing accredifation with NCOA, URAC, or both

5 u Oy data that can be venified will be displayed on the websife

] I is only necessary (o enler one enlry per pi fype, using the product with the largest number of covered lives.

7 HIOS Issuer ID°| 12345

s NCOA Org ID* Market Type® NCQA Sub ID Product Type® Product ID* Accreditation Status® Expiration Date*

Required i Market is NOT
squirad: uirad: Exchanga: Raquired: Raquired: irad: irad:

o Enter the 2-5-digit NCQA Oeg 1D number Select the Market Type bom kst Enter the ?m:cm SublD  Select the Product Type from list  Enter the 10-character Product ID Select the Accreditation Ststus fom kst Enter a future date in mmdd'yyyy foemat

10 234 Commercial 100 FPO Only 12345MDO01 Excellent 1/10/2018
11 9876 Exchange POS Only 12345MD003 Interim sMzizoe
12 43678 Medicald 300 HMO Only 12345MDD0S Accredited 10M10/2018

The following steps are taken to complete the URAC Template.

URAC Template | Steps
HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
URAC Application Enter the URAC certificate number printed on the accreditation certificate.
Number
Market Type Use the drop-down menu to select the appropriate market.
Accreditation Status Use the drop-down menu to select the appropriate accreditation status.
Expiration Date Enter the accreditation expiration date using the mm/dd/yyyy format. The template
only accepts an expiration date in the future.
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A sample completed URAC Template looks like Figure 1D-3.

Figure 1D-3. Sample URAC Template

A B C D
1 /2018 URAC Template v7.0 All fields with an asterisk ( *) are required. To validate the template, use the Validate butto
2 . The information for the accredited products must be for the same legal entity as is submiti
3 Validate ‘ Please follow the instructions provided in the Accreditation Chapter (Chapter 5) of the QH,
4 Al ‘ The Department of Health and Human Services (HHS) will verify the information that you H
5 Only data that can be verified will be displayed on the website.
5]
7 HIOS Issuer ID* 56789
8 URAC Application Number* Market Type* Accreditation Status™ Expiration Date*
Requireﬂ: - Bzt Reqqireﬂ: Requirgd:
Enter the 9-10 alphanumeric URAC Application Select the Market Tyoe from list Select the Accre@ltatlon Status from  Enter a future date in mm/ddiyyyy
9 Number yp list format
10 |abc133000 Exchange Full 10/10/2018
11 abc133001 Exchange Provisional 12/30/2018
12 |abc133002 Commercial Conditional 01/22/2019

Once the Accreditation Template(s) is completed, issuers must validate, finalize, and upload it into HIOS.

Template Validation | Steps

Validate Template Click the Validate button in the top left of the template. The validation process
identifies any data issues that need to be resolved. If no errors are identified, finalize
the template.

Validation Report If the template has any errors, a Validation Report will appear in a pop-up box showing
the data element and cell location of each error. Correct any identified errors, and click
Validate again. Continue this process until all errors are resolved.

Finalize Template Click the Finalize button in the template. The Finalize function creates the . XML file of
the template that the issuer needs to upload in the Accreditation section of the Issuer
Module in the QHP Application System.

Save Template Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel.XLSM file and the finalized .XML file in the same folder.

Upload Template Upload the saved file in the Accreditation section of the Issuer Module in the QHP
Application System. Refer to the Issuer Module User Guide for details on how to
complete this.

Issuers must also upload copies of their accreditation certificate(s) into HIOS.

Accreditation Certificate | Steps

Scan Certificate Scan each accreditation certificate (one per accredited market type).

If an issuer is accredited by NCQA and does not have a copy of its accreditation
certificate, use the NCQA ISS to get a copy of the survey results. Log into ISS, click
on the Results tab, view the survey results, and print the results screen.

Name File Use the following naming convention for the certificate: [HIOS Issuer ID]_[Name of
Accrediting entity]. For example, “12345 NCQA.pdf.”
Upload Certificate Upload the saved file(s) in the Accreditation section of the Issuer Module in the QHP

Application System. Refer to the Issuer Module User Guide for details on how to
complete this.
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Figure 1D-4 through Figure 1D-6 show sample accreditation certificates.
Figure 1D-4. Sample NCQA Accreditation Certificate

L&

r (hean

National Committee for Quality Assurance
has awarded

Name of Entity
Market Type  Product Type

i sceredRaton statis af

ACCREDITED

Wepso 54 fihilitry,

T Umesoew © CHAIR, REVEW CVERSIGHT COMMITEE

CATE GRANTRD ERATON DATE //

Figure 1D-5. Sample URAC Accreditation Certificate
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CERTIFICATE OF FULL ACCREDITATION J
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[Company Name| ACCREDITED
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Inenrance Mackesplace
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[Maket Type] [Prodnet Trpe], [State] it
= compiaaee vih

thetplace Accreditation Program

Health Plan for Health Tnsura

e

Health Plan for Health T e Marketplace, Version [#]
Eiffective from Seat [DATE] theowgh the End [DATE]
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et Opessaung Otboer Vicr Prradent, Acreststitos Services

Figure 1D-6. Sample AAAHC Accreditation Certificate

ACCREDITATION
' ASSOCTATION

<<ORG NAME>>
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If an issuer is unable to locate the NCQA certificate, use the NCQA ISS to obtain a copy of the survey results.
Log into ISS, click on the Results tab, view the survey results, and print the results screen. Figure 1D-7 and
Figure 1D-8 show sample NCQA ISS survey results.

Figure 1D-7. Sample NCQA ISS Survey Results, page 1
How to View Results?
Step 1: Login to IS5

Step 2: Click Results Tab to View

STAMCARDS
& BUDELINET.

EVEY TOOL BT SREMOICES.  GLOBSART  IMOER

2013 Standards and Guidelines for the Accreditation of Haalth Plans
‘Wdalcame 1o the Interactie Sursy Systam!
Thi iimksrmaieon In thea follcvdneg sections include

& tha compiete Standards
= imizimaiion aboui how wour ciganization will be evelusted against the Standards
& paicies and procedures

s desigrad 1he system o faciktate undesianding of our Standands and the ssaluston process The Halo and
Instnuctions® section above directs users ko assisianc:

Policies and Procedunes - This section provides an ovenisw of e surey option you have selected; il describes the
gods and prnciples thal gude o agproach in eabiaion, and proades a high-level =ummary of areas addressad by the
Standards

The Palicies and Procedurme dascribe

= aligibility criteia; evaluation cetions; the Ma@ove Suney prociEs
a tha stnucture of the Standads and Guideines and the Suney Tool
= be e i Surey rsulis; e obligations of crganizetions and ndkiduals undangoing & S

Standards and Guidelings - This section allaws you 1o open or downlaad mintable wersions of publications

Survay Tool - This saction nchdes tha Stardarnds used for saluation. Standards ane organized inlo cabagonas o
functions. Includad e

= the Stancarde

= tha akemants that apechly how Standands oo soomned and wakiated

» =pecific sconng nues for each element

» chI1d GOUTZEE NEECRD 1D SEBROT SOaning

w the scope of review for each elemeant and

= Sddtional ExEan Al Gnd ST

The Survey Tool alows you 1o svalate yourself pst as we wil sakole you, bul al your own pace You may score
youwrsal, attach ha nocdasery docimantation and meko commants. Folowing your medirks s svalustin, Fyou de o
apply for and indergo 3 surey you submit the Sunvey Tool and begin the process. During e suvey. your assasemen and
documantation vil Be mediead 10 detarming your pamomancs ageanst the Standards

Organization Background - This section alkiws you 1o provide: background, histoncal and other canlextual
imarmatian 10 us b assist duing a =urvey This infarmation is not saiunted or scored Bt is used to belp us understand
YOUr (ANEATN

Hesults - As you comgleds tha Surssy Tool this section prevdes summanzed and dataled msuks Results am fina orly

Figure 1D-8. Sample NCQA ISS Survey Results, page 2

Step 3: View Results Page

2013 Standards and Guidelines for the Accreditation of Health Plans

Select an evaluation option for which to view resufts.

Nama: I
Evaluation Oplion: Intenm Suney
Standards Year: 2013
Product LinaProduct Owerall Score Status Valid Dates

RRPOMI B TS P B SO Rl B P Pt D ma08 ButiFD Sl NOZAT Riviee Dvenngat Comme eviloates e T OREnEnon =y not
TR A S B NP B enEEAT e EEEwal OF B o 1 i et wiin ey mameae o DA Looreaned SaIes o7 RS o mumEnE.
N e e L L it 8 i e Frooms.om

© 2002 ~ 2013 by Nabonal Coremiire for Guality Assurance, Patenl Pendng
Use of s Wb SEOOOHCHNOA CORSAMIES BOCEEaNCE 0f e Liconats Ageemant and Privcs Posicy

( S Version 1 32 2018 QHP Application Instructions



Section 1E: Essential Community Providers/Network Adequacy
1. Introduction

In the ECP/Network Adequacy section, issuers will need to demonstrate that they meet the requirements of
having a network of contracted in-network providers to provide reasonable access to all covered services and a
sufficient number and geographic distribution of ECPs, as well as collect provider data in each network
associated with a QHP. These instructions apply to QHP and SADP issuers.

2. HIOS Interface

Issuers must respond to all attestations in the Issuer Module. The ECP/Network Adequacy section of the HIOS
Issuer Module will consist of three questions; the last two questions are specifically for network adequacy
(please refer to below—note the numbering corresponds to the HIOS screens):

Essential Community Providers

1. Applicant attests that it meets the General ECP Standard or the Alternate ECP Standard (as defined in
the Annual Letter to Issuers):

a. Inorder to meet the General ECP Standard, the applicant has:

i. Contracted with at least 20 percent of available ECPs in each plan’s service area to
participate in the plan’s provider network;

ii. Offered contracts in good faith to all available Indian health care providers in the plan’s
service area for the respective QHP certification plan year; and

iii. Offered contracts in good faith to at least one ECP in each ECP category in each
county in the service area for the respective QHP certification plan year, where an ECP
in that category is available (not applicable to SADP applicants).

b. In order to meet the Alternate ECP standard, the applicant has:

i. Contracted with at least 20 percent of available ECPs in each plan’s service area to
participate in the plan’s provider network; and

ii. Offered all of the categories of services provided by entities in each of the ECP
categories in each county in the plan’s service area as outlined in the general ECP
standard, or otherwise offered a contract to at least one ECP outside of the issuer’s
integrated delivery system per ECP category in each county in the plan’s service area
(not applicable to SADP applicants).

c. Yes. (Answer Yes if the applicant meets the ECP requirements listed above.)

d. No. (Answer No if the applicant does not meet the ECP requirements listed above. Applicants
answering No are required to submit a supplemental ECP response.)

Network Adequacy

2. Does the applicant attest to meeting all the requirements established under 45 CFR 156.230, including
maintaining a network that is sufficient in number and types of providers to ensure that all services will
be accessible without unreasonable delay in accordance with 45 CFR 156.230(a)(2)? This includes
providers that specialize in mental health and substance abuse services for all plans except SADPs.

a. Yes. (Answer Yes if the applicant attests to meeting all requirements established under 45 CFR
156.230, which includes maintaining a sufficient network.)

3. Are you required to submit an ECP/Network Adequacy Template?

a. Yes. (Answer Yes if the applicant is a SERFF issuer or a HIOS issuer who is not offering ONLY
indemnity plan designs. All SERFF issuers must submit an ECP/Network Adequacy Template and
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supporting documentation [including those issuers that are offering only indemnity plan designs].
Indemnity plan designs should upload “dummy” data as displayed in the table below.)

b. No. (Answer No if the applicant is a HIOS issuer and is offering only indemnity plan designs.)

Indemnity Plan Dummy Data: Issuers should complete the User Control tab and populate the first row in the
Individual Providers tab with the data in Table 1E-1. All other tabs should be blank.

Table 1E-1. Dummy Data Information

NPI: Enter 1234567893

First Name of Provider: Enter Abc

Last Name of Provider: Enter Xyz

Physician/Non-Physician: Select Physician

Specialty Type: Select or enter 001 General Practice

Street Address: Enter 123 EIm Street

City: Choose a city in the state associated with the plan
State: Choose the state associated with the plan

County: Choose the county associated with the above-entered city
ZIP: Enter 00000

Network: Select one of the automatically created network IDs.

3. Data Requirements
To complete this section, issuers will need the following:

HIOS Issuer ID;
Issuer state;

1
2
3. Completed Network ID Template;
4

New for this year: This section is only required for issuers who are naotified by email that they would
need to provide this information. All other issuers do not need to populate the Network Adequacy
sections of the template. A list of providers in each of the proposed networks, including providers
outside the service area (such as in contiguous counties, even if they are across state lines). If a
provider is in-network and enrollees can access that service include: provider name, National Provider
Information (NPI), specialty and facility type, street address of location providing services, city, state,
county, and ZIP code;

5. Alist of ECPs in each of the proposed networks, including provider name, NPI, ECP category, street
address of location providing services, city, state, county, zip code, number of contracted providers, and
associated issuer network IDs;

An ECP Write-in Worksheet (as applicable);
Supplemental ECP Response—QHP (as applicable);
Supplemental ECP Response—SADP (as applicable); and

© ® N o

Access Plan with Cover Sheet (issuers who are required to submit Access Plans will be notified by
email).
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4. Quick Reference

Key Changes for 2018

ECP Updates

« Issuers will provide hospital bed-count information as part of the ECP portion of their ECP/Network Adequacy
Template.

« Issuers will be evaluated against a 20 percent ECP standard.

Network Adequacy Updates

« Except for Issuers in Network Breadth Pilot states, Issuers are not required to submit Network Adequacy data
(Individual and Facility/Pharmacy) via the ECP/NA Template. Issuers in Network Breadth Pilot states will be
required to provide Network Adequacy data via the ECP/NA Template, and will be notified directly by
email.

¢ Network Adequacy Justifications will not be requested by CCIIO.

¢ Some QHP and SADP Issuers are required to submit an Access Plan with Cover Sheet. Access Plans must be
uploaded as Supporting Documents (see the Supporting Documents table at the end of this section for details).
Issuers who are required to submit an access plan will be notified directly by email.

+ Issuers must complete the Issuer Information section on the User Control tab before creating and entering the
rest of their data into the other tabs.

+ Issuers should not change the file names on their ECP/Network Adequacy files after finalizing the template.
This file-naming convention allows CMS to easily identify an issuer's ECP/Network Adequacy Template.
Changing the file name could cause the issuer to receive a correction notice.

o Complete the Network ID Template before completing the ECP/Network Adequacy Template.
¢ The PY2018 ECP/Network Adequacy Template includes the ability to delete rows.

5. Detailed Section Instructions

User Control Tab | Steps

HIOS Issuer ID Enter the five-digit HIOS Issuer ID.

Source System | Select the name of the system used to submit the QHP Application.

¢ HIOS—if the user is an FFM issuer.

o SERFF—if the user is an issuer in a state performing plan management functions in an FFM
(State Partnership Marketplace).

State Select the state in which the issuer is applying to offer QHPs using the drop-down menu.

Is this an Choose from the following options:
Alternate ECP ¢ Yes—if the user is an alternate ECP standard issuer as described under 45 CFR 156.235(b).
Standard Issuer? |, No—if the user is a general ECP standard issuer.
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A sample completed User Control tab looks like Figure 1E-1.

Figure 1E-1. Sample User Control Tab
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User Control Select ECPs Facility ECPs Individual ECPs Spedialty Types County Mames HPSA

Create Individual Provider (MD/DO) Tab. Click the Create Individual (MD/DO) Tab button. This action creates
one Individual Providerl tab (clicking this button more than once creates multiple tabs, such as Individual
Providers2, Individual Providers3). We will only be collecting individual provider data from issuers participating
in the network breadth pilot project for PY18. DO NOT click the Create Individual (MD/DO) Tab button unless
you have been notified by email to submit this data.

Create Facility, Pharmacy, Non-MD/DO Tab. Click the Create Facility, Pharmacy, Non-MD/DO Tab button.
This action creates one Facilities & Pharmacies1 tab (clicking this button more than once creates multiple
tabs, such as Facilities & Pharmacies2, Facilities & Pharmacies3). We will only be collecting facility provider
data from issuers participating in the network breadth pilot project for PY18. DO NOT click the Create Facility,
Pharmacy, Non-MD/DO Tab button unless you have been notified by email to submit this data.

Import Network IDs. Click on the Import Network IDs button to import data from the Network ID Template
(please refer to Section 2A for detailed instructions on this template). Once the Network ID Template is
imported, it will automatically populate networks into the Network IDs field as a drop-down menu in the Facility
ECPs, Individual ECPs, Individual Providers, and Facilities & Pharmacies tabs.

ECPs:

@S Version 1 36 2018 QHP Application Instructions



Select ECPs Tab | Steps

Filter ECPs The columns on the Select ECPs tab can be filtered to make selecting ECPs easier. For
example, filter the Site State column to show only ECPs available in the issuer’s state.
SADP issuers may want to filter on Column F, ECP Category, for any provider with “Dental
Providers” listed to display only dental providers.

Add ECPs Double-click anywhere on the row for the ECPs the user wants to add to the ECP tabs.

Once selected, the row will be highlighted in blue and “add” will appear in the Add ECP?

column. Continue selecting the ECPs until all contracted ECPs from the ECP list are

selected.

& To unselect an ECP, double-click on the selected row. The blue highlighting will be removed,
and the ECP will not be added to the ECP tabs.

¢ To clear ALL selected ECPs, click the Clear All button at the top of the tab, and all highlighted
ECPs will be deselected and will not be added to the ECP tabs.

¢ To show only those ECPs that have been selected, click the Show Selected ECPs button at
the top of the tab and all highlighted ECPs will be displayed. To undo this action and show all
ECPs, click the Show All ECPs button.

Insert ECPs Click the Insert Selected ECPs button. The selected ECPs will be added to the Facility
ECPs tab (providers with more than one FTE practitioner and inpatient hospital providers) or
to the Individual ECPs tab (providers with one or fewer FTE practitioners) of the
ECP/Network Adequacy Template. The template will not populate duplicate ECPs into the
Facility ECPs or Individual ECPs tabs.

+ For each ECP facility that was selected and inserted from the Select ECPs tab, a record will
be added to the Facility ECPs tab that includes the following: row number, NPI, facility name,
provider name, street address, city, state, ZIP, county, and ECP category. Any field that is not
populated from the Select ECPs tab must be completed by the issuer before the template is
validated.

¢ For each individual ECP that was selected and inserted from the Select ECPs tab, a record
will be added to the Individual ECPs tab that includes the following: row number, NPI, name
of provider, specialty type, street address, city, state, ZIP, county, and ECP category.
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A sample Select ECPs tab looks like Figure 1E-2.

Figure 1E-2. Sample ECPs Tab
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To complete the information on the Facility ECPs tab, follow the steps in the table below.

Facility ECPs Tab | Steps

Facility Type

000 OTHER.

Select the appropriate facility type for each ECP. Issuers may select multiple facility types
for each ECP, as applicable. If none of the facility type selections apply to the ECP, select

Network IDs

dental plans.

Select the network IDs for each ECP. Issuers may select multiple network IDs for each
ECP, as applicable. Dual issuers must create separate network IDs for their medical and

Number of
Medical FTEs or
Bed Count

Enter the number of medical full time enrollees (FTEs) that are included in the identified
provider networks for each ECP facility with which the issuer has contracted. Allowable
medical FTEs include only individuals who hold one of the following licenses to practice
medicine: Medical Doctor (MD), Doctor of Osteopathy (DO), Physician Assistant (PA), and
Nurse Practitioner (NP). Decimal values may be entered as appropriate to reflect the
contracted number of FTEs. For inpatient hospitals in the network, enter the bed count
associated with the contracted inpatient services. Note that the maximum allowable number
of FTEs or beds is equal to the available FTEs or beds reported by the respective provider
at each site location, as reflected in Column G (Number of Medical FTEs or Bed Count) of
the Select ECPs tab.
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Facility ECPs Tab | Steps

Number of Dental
FTEs

Enter the number of dental FTEs that are included in the identified provider networks for
each ECP facility with which the issuer has contracted. Allowable dental FTEs include only
individuals who hold one of the following licenses to practice dental medicine: Doctor of

Dental Medicine (DMD) and Doctor of Dental Surgery (DDS). Decimal values may be
entered as appropriate. Note that the maximum allowable number of FTEs is equal to the
available FTEs reported by the respective provider at each site location as reflected in
Column H (Number of Dental FTES) of the Select ECPs tab.

A sample completed Facility ECPs tab looks like Figure 1E-3.
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Figure 1E-3. Sample Facility ECPs Tab
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To complete the information on the Individual ECPs tab, follow the steps in the table below.

Individual ECPs Tab | Steps

107 £ Meain 5t

307 W Gabrial 5t

7415 Walnut 5t
815 E Broagway 5t

205 Hudson St

617 W Nursery 51

327E Airport Dr

106 W 12th 5t

1502 waed Ave

1600 N Ind 5t

1800 Community
1001 W Worley 5t
1516 W Business US -

13175 State Highway

1105 2nd 5t
125 E Main 51

2235 3ed 5t

N

Physician/Non-
Physician

Indicate the type of provider. Choose from the following:
+ Physician—if the provider is a physician practitioner.
¢ Non-Physician—if the provider is a non-physician practitioner.

Specialty Type
(area of medicine)

Select the appropriate specialty type for each ECP. Issuers may select multiple specialty
types for each ECP, as applicable. If none of the specialty type selections apply to the
ECP, select 000 OTHER.

Network IDs

Select the network IDs for each ECP. Issuers may select multiple network IDs for each
ECP, as applicable. Dual issuers must create separate network IDs for their medical and
dental plans.
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Steps

Individual ECPs Tab |

Number of Medical
FTEs or Bed Count

Enter the number of medical FTEs that are included in the identified provider networks for
each ECP facility with which the issuer has contracted. Allowable medical FTEs include
only individuals who hold one of the following licenses to practice medicine: Medical
Doctor (MD), Doctor of Osteopathy (DO), Physician Assistant (PA), and Nurse
Practitioner (NP). Decimal values may be entered as appropriate to reflect the contracted
number of FTEs. Note that the maximum allowable number of FTEs is equal to the
available FTEs reported by the respective provider at each site location, as reflected in
Column G (Number of Medical FTEs or Bed Count) of the Select ECPs tab.

Number of Dental
FTEs

Enter the number of dental FTEs that are included in the identified provider networks for
each ECP facility with which the issuer has contracted. Allowable dental FTEs include
only individuals who hold one of the following licenses to practice dental medicine: Doctor
of Dental Medicine (DMD) and Doctor of Dental Surgery (DDS). Decimal values may be
entered as appropriate to reflect the contracted number of FTEs. Note that the maximum
allowable number of FTEs is equal to the available FTEs reported by the respective
provider at each site location as reflected in Column H (Number of Dental FTES) of the
Select ECPs tab.

A sample completed Individual ECPs tab looks like Figure 1E-4.
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Figure 1E-4. Sample Individual ECPs Tab
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To remove ECPs from the Facility ECPs tab or the Individual ECPs tab, double-click the record to be deleted

in the Remove ECPs

column. The provider will be highlighted in blue. Click the Remove Selected ECPs and

Blank Rows button to remove the ECP from the template.
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Issuers proposing network(s) without ECPs: If an issuer is proposing network(s) without ECPs, enter the
following values in the Facility ECPs tab in the ECP/Network Adequacy Template to indicate that there are no
ECPs in the network(s) (the issuer must enter this information to proceed with the rest of the application).

Facility ECPs Tab | Steps

Row Number Leave blank.

NPI Enter 0000000000.

Facility Name Enter ZZ777.

Facility Type Select 000 Other from the drop-down menu.

Provider Name Enter 2z277Z7.

ECP Category Select Other ECP Providers.

Street Address Enter 00000.

Street Address 2 Leave blank.

City Enter 2z277Z7.

State Select the state in which the service area is located from the drop-down menu.

County Select a county from the drop-down menu.

ZIP Code Select a ZIP code from the HPSA tab that is in the same state in which the service
area is located.

Network IDs Using the drop-down menu, select the network ID(s) associated with the network that
does not have an available ECP.

Number of Medical Enter 0.

FTEs or Bed Count

Number of Dental Enter 0.

FTEs
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A sample Facility ECPs tab for an issuer proposing a network without ECPs is shown in Figure 1E-5.

Figure 1E-5. Sample Facility ECPs Tab

PAGELAYOUT  FORMULAS  DATA  REVIEW  WIF LOPER

wwwww

Select All | Clear All Remove Selected ECPs and Blank Rows

"‘[::":;"’ o Bt ‘ Matiouul """:‘;r““""*’ Faciity Hame' Facshiy Typs" Provider Hame* ECP Catogery {Genarsl ECP Sandard lasusrs Onbyit

e 000 OTHER e Other ECF Providers 00000

Contral | SelectECPs | Facllity BCPs | indvidual £CPs | Specialy Types | Coumty hames | v || SR

Issuers planning to submit write-in ECPs should complete the ECP Write-in Worksheet. HHS will release
the PY2018 Available ECP Write-in List and ECP Write-in Worksheet approximately 2 weeks prior to each QHP
certification submission cycle. These documents will be made available at the CCIIO website
(https://www.ghpcertification.cms.qov/s/ECP%20and%20Network%20Adequacy). For general ECP standard
issuers, only those providers who are listed on the PY 2018 Available ECP Write-in List will count as a qualified
ECP write-in. Alternate ECP standard issuers must also use the ECP Write-in Worksheet to submit their
employed or contracted ECPs located in HPSAs or low income zip codes, although CMS would not expect
these practitioners to submit an ECP petition for inclusion on the PY 2018 Available ECP Write-in List since they
are either employed by the issuer or practice within the issuer’s single contracted medical group.

To complete the information on the ECP Write-in Worksheet, follow the steps in the table below.

ECP Write-in
Worksheet Steps
HIOS ID Enter the five-digit HIOS issuer ID.
Issuer State Select the state in which the issuer is applying to offer QHPs.
Is this an Alternate | Choose from the following options:
ECP Standard ¢ Yes—if the user is an alternate ECP standard issuer as described in 45 CFR 156.235(b).
Issuer? + No—if the user is a general ECP standard issuer.
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ECP Write-in
Worksheet

Import Network
IDs

Steps

Click on the Import Network IDs button to import data from the Network ID Template
(please refer to Section 2A for detailed instructions on this template). The network IDs will
automatically be imported to the write-in worksheet, and you will receive a message
indicating that the network IDs were successfully added.

Approved Write-in
Row Number

Enter the row number as it appears on the PY 2018 Available ECP Write-in List. For
alternate standard issuers reporting ECPs that are not required to submit an ECP provider
petition (i.e., providers who are employed by the issuer or practice within the issuer’s
single contracted medical group, the issuer should enter “NA” in this column.

Provider Name

Enter the provider name as it appears on the PY 2018 Available ECP Write-in List.

Site Name Enter the site name as is appears on the PY 2018 Available ECP Write-in List.
Organization Enter the organization name as it appears on the PY 2018 Available ECP Write-in List.
Name

NPI Enter the NPI as it appears on the PY 2018 Available ECP Write-in List.

ECP Category

Select the appropriate ECP Category for each ECP. Multiple ECP Categories for each
ECP may be selected, as applicable. If none of the listed menu selections apply to the
ECP, select Other ECP Providers.

Number of
Medical FTEs or
Bed Count

Enter the number of medical FTEs that are included in the identified provider networks for
each ECP. Allowable medical FTEs include only individuals who hold one of the following
licenses to practice medicine: Medical Doctor (MD), Doctor of Osteopathy (DO), Physician
Assistant (PA), and Nurse Practitioner (NP). Decimal values may be entered as
appropriate to reflect the contracted number of FTEs. For inpatient hospitals in the
network, enter the bed count associated with the contracted inpatient services.

Number of Dental
FTEs

Enter the number of dental FTEs that are included in the identified provider networks for
each ECP. Allowable dental FTEs include only individuals who hold one of the following
licenses to practice dental medicine: Doctor of Dental Medicine (DMD) and Doctor of
Dental Surgery (DDS). Decimal values may be entered as appropriate to reflect the
contracted number of FTEs.

Site Street Enter the site street address of the contracted provider as it appears on the PY 2018

Address 1 Available ECP Write-in List.

Site Street Enter additional street address information as it appears on the PY 2018 Available ECP

Address 2 Write-in List, as applicable.

Site City Enter the city as it appears on the PY 2018 Available ECP Write-in List.

Site State Select the site state from the drop-down list, as it appears on the PY 2018 Available ECP
Write-in List.

Site Zip Code Enter the site ZIP code as it appears on the PY 2018 Available ECP Write-in List. For
alternate standard issuers, all ECPs must be in an HPSA or low-income ZIP code.

Site County Select the site county from the drop-down list, as it appears on the PY 2018 Available

ECP Write-in List.

Network 1D(s)

Use the drop-down menu to select the network IDs for the networks to which the ECP
belongs.

Validate the
worksheet

Once all desired write-in ECPs are added to the worksheet, click the Validate button at
the top of the worksheet. If there are errors identified, the worksheet will highlight the cells
in red. Correct any errors and click Validate again. When all errors are corrected, a
message will appear indicating that no validation errors were found.
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ECP Write-in

Worksheet Steps
Export the Click the Export button at the top of the worksheet. A pop-up message will ask you to
worksheet “Please select the folder where you would like the ECP write-in file to be saved.” Select

the appropriate folder and hit “Select Folder” in the pop-up window. A .txt file containing
the information from the ECP Write-in Worksheet is now saved at that location.

When ready, submit the .txt file via the ECP/Network Adequacy Issuer Module application
section within HIOS as a Supporting Document under the label “ECP Write-in Worksheet”
supporting document.

Network Adequacy: We will only be collecting individual and facility provider data from issuers participating in
the network breadth pilot project for PY18. DO NOT click the Create Facility, Pharmacy, Non-MD/DO Tab button
unless you have been notified by email to submit this data.

To complete the Individual Providers and Facilities & Pharmacies tabs, follow the steps in the tables below.

Individual Provider Tab | Steps

National Provider Enter the provider’s 10-digit NPI in the NPI column. It is very important for CMS to
Identifier (NPI) have the proper NPl number for a provider, so please contact the provider directly to
(required) acquire it if the NPI is unknown. If the issuer is unable to obtain the provider's NPI for

PY2018, enter 0000000000 (10 zeros) in the NPI field. Also, please ensure the NPI is
active in the NPPES database.

Provider Name Prefix | Enter the prefix for the provider, such as “Dr.”

First Name of Provider |Enter the first name of the provider.

Middle Initial of Enter the middle initial of the provider.
Provider

Last Name of Provider |[Enter the last name of the provider. If a provider has multiple office locations, each
with a unique address, add a number to the provider name to distinguish each
location, for example, Provider Name-001.

Suffix of Provider Enter the provider suffix, as applicable, such as “Jr.” or “Sr.”
Physician/Non- Indicate the type of provider. Choose from the following options:
Physician + Physician—if the provider is a physician practitioner.

¢ Non-Physician—if the provider is a non-physician practitioner.

Specialty Type (area of |From the drop-down menu, select all specialties offered at the identified provider
medicine) location. If a provider has multiple specialties at the same address, all specialties
should be selected in the same record.

+ The template does not allow direct entry into this field; however, issuers may copy and
paste data into the template if the specialty type names appear exactly as they appear
in the Specialty Types tab data, such as 001 General Practice. If pasted data does not
exactly match the specialty type format used in the Individual Providers tab, errors
will appear when the data is pasted.

« If the issuer would like to enter more than one specialty type for a provider, each
specialty type must be separated by a comma and a space.

« If the specialty type(s) is not listed in the Specialty Types tab, please select specialty
type 000 OTHER from the drop-down menu.

Street Address Enter the street address of the provider. If the provider has multiple locations, enter
each street address in a separate row. DO NOT use a P.O. Box in the address, as
these cannot be geocoded for analysis. All providers with a P.O. Box in the address
will be excluded from time and distance analysis.

Street Address 2 Enter additional street address information, if applicable.
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Individual Provider Tab | Steps

City Enter the city where the provider is located.

State Enter the state where the provider is located, or select the state using the drop-down
menu.

County Enter the county where the provider is located, or select the county using the drop-

down menu. A list of accepted county names is available on the County Names tab.
Do not include the Federal Information Processing Standards (FIPS) code when
entering the county name.

ZIP Enter the ZIP code where the provider is located. ZIP codes must be entered as
either a five-digit or a nine-digit code, such as 00000 or 00000-0000.
Network 1D When entering network 1Ds, assign networks the same IDs as those assigned in the

Network ID Template and Plans & Benefits Template. Dual-product issuers must
create separate network IDs for their medical and dental plans. Using the drop-down
menu, select all network IDs that correspond to the networks in which the provider is
included. If a provider is in multiple networks, all networks should be selected in the
same record.

A sample Individual Providers tab looks like Figure 1E-6.

Figure 1E-6. Sample Individual Providers Tab
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Individual Provider tabs can be removed from the template by using the Delete function, which is located in
Column P of the User Control tab. Note that once a tab is deleted, it cannot be recovered, so it is
recommended that the template be saved before tabs are deleted.

Facilities & Pharmacies Tab

National Provider Identifier (NPI) |Enter the provider’s 10-digit NPI. It is very important for CMS to have the
proper NPl number for a provider, so please contact the provider directly
to acquire it if is unknown. If the issuer is unable to obtain the provider’s
NPI for PY2018, enter 0000000000 (10 zeros) in the NPI field. Also,
please ensure that the NPI is active in the NPPES database.
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Facilities & Pharmacies Tab | Steps
Facility Name Enter the name of the facility or pharmacy.
Facility Type From the drop-down menu, select all facility types that apply to the

facility location. If a facility has multiple facility types at the same
address, then all facility types should be selected in the same record.
The accepted facility types are listed on the Specialty Types tab of the
template.

& The template does not allow direct entry into this column; however,
issuers may copy and paste data into the template if the facility type
names appear exactly as they appear in the Specialty Types tab, such
as 040 General Acute Care Hospital. If pasted data does not exactly
match the facility type format used in the Facilities & Pharmacies tab,
errors will appear when the data is pasted.

« If entering more than one facility type, each facility type must be
separated by a comma and a space.

« If the facility type(s) is not listed in the Specialty Types tab, please select
facility type 000 OTHER from the drop-down menu.

Street Address Enter the street address of the provider. This is the address where the
enrollee obtains services, and not the corporate location unless they are
the same. If the provider has multiple locations, enter each street
address in a separate row. DO NOT use a P.O. Box in the address, as it
cannot be geocoded for analysis. All providers with a P.O. Box in the
address will be excluded from time and distance analysis.

Street Address 2 Enter additional street address information, as applicable.
City Enter the city where the provider is located.
State Enter the state where the provider is located, or select the state using

the drop-down menu.

County Enter the county where the provider is located, or select the county
using the drop-down menu. A list of accepted county names is available
on the County Names tab. Do not include the FIPS code when entering
the county name.

ZIP Enter the ZIP code where the provider is located. ZIP codes must be
entered as either a five-digit or a nine-digit code, such as 00000 or
00000-0000.

Network ID When entering network 1Ds, assign networks the same IDs as those

assigned in the Network ID Template and Plans & Benefits Template.
Dual-product issuers must create separate network IDs for their
medical and dental plans. Using the drop-down menu, select all
network IDs that correspond to the networks in which the provider is
included. If a provider is in multiple networks, all networks should be
selected in the same record.

A sample Facilities & Pharmacies tab looks like Figure 1E-7.
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Reference information is provided in the three tabs listed below:

e Specialty Types tab contains the specialty/facility and pharmacy types that can be added into the
ECP/Network Adequacy Template.

e« County Names tab contains the county names that are used and accepted in the ECP/Network
Adequacy Template.

e HPSA tab contains the HPSA and low-income ZIP codes. The issuer can filter by ZIP code and by state.
The Errors tab displays any validation errors identified when a completed ECP/Network Adequacy Template is
validated.

1. Column A—Tab: indicates the tab that produced the error.

2. Column B—Cell: indicates the cell location for the specific error and a hyperlink that allows the issuer to
navigate to the exact cell in the correct tab.

3. Column C—Validation Error Message: describes the error.

Once the ECP/Network Adequacy Template is completed, issuers must validate, finalize, and upload it into

HIOS.
Template Validation | Steps
Validate Template Click the Validate Data button on the User Control tab. The validation process

identifies any data issues that need to be resolved. If no errors are identified, finalize
the template.

Errors If the template has any errors, they will appear on the Errors tab showing the data
element and cell location of each error. Correct any identified errors, and click
Validate again. Continue this process until all errors are resolved.

Create Documents Click the Create Documents button on the User Control tab. This function will
create a separate .XML file for each tab in the workbook. All of the separate files will
be compressed into one zip file, which will need to be uploaded in the ECP/Network
Adequacy section of the Issuer Module in the QHP Application System.
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Template Validation |

Save Template

Steps

Save the .XML files and template. CMS recommends that the issuer save the
validated template on its computer as a standard Excel. XLSM file and the finalized
XML file in the same folder.

Upload Template

Upload the saved files in the ECP/Network Adequacy section of the Issuer Module in
the QHP Application System. Refer to the Issuer Module User Guide for details on
how to complete this.

General ECP
Standard Issuers
Supplemental
ECP Response
Form and
Justification

Alternate ECP
Standard Issuers
Supplemental
ECP Response
Form and
Justification

Cover Sheet and
Access Plan
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+ An issuer needs to submit an ECP supplemental response form if one of the following applies:

= The issuer does not contract with at least 20 percent of the available ECPs in each
applicable service area.

= The issuer does not offer a contract in good faith to all Indian health care providers
in each plan’s service area for the respective QHP certification plan year, applying
the special terms and conditions required by federal law and regulations as
referenced in the recommended model QHP Addendum for Indian Health Care
Providers developed by HHS, available
at https://www.ghpcertification.cms.gov/s/IECP%20and%20Network%20Adequacy.

= The issuer does not offer a contract in good faith to at least one ECP in each
available ECP category in each county in the service area for the respective QHP
certification plan year.
+ The issuer should include its HIOS Issuer ID followed by "ecpsupplementalresponse™ and

the date in the ECP supplemental response file name. For example:
12345 ecpsupplementalresponse_20170601.

An issuer needs to submit an ECP supplemental response form if one of the following

applies:

o The issuer does not include in each plan network at least the equivalent of 20 percent of
available ECPs in each plan service area, and these providers are located within HPSAs or
ZIP codes in which 30 percent or more of the population falls below 200 percent of the federal
poverty line (FPL).

& The issuer does not offer an integrated delivery system that provides all of the categories of
services provided by entities in each of the ECP categories in each county in the plan’'s
service area as outlined in the general ECP standard, or otherwise offer a contract to at least
one ECP outside of the issuer’s integrated delivery system per ECP category in each county
in the plan’s service area that can provide those services to low-income, medically
underserved individuals (not applicable to SADP applicants).

The issuer should include its HIOS Issuer ID followed by "ecpsupplementalresponse” and the

date in the ECP supplemental response file name. For example:

12345 _ecpsupplementalresponse_20170601.

QHPs and SADPs that need to submit access plans will be notified directly by email. These
issuers will be required to submit a Cover Sheet and Access Plans that addresses the 11
areas below. The Cover Sheet must include page references to each of the 11 areas in the
Access Plan.

1. The health carrier’s network, including how the use of telemedicine or tele health or
other technology may be used to meet network access standards, if applicable;

2. The health carrier’s procedures for making and authorizing referrals within and outside
its network, if applicable;

3. The health carrier’s process for monitoring and assuring on an ongoing basis the
sufficiency of the network to meet the health care needs of populations that enroll in
network plans;

4. The factors used by the health carrier to build its provider network, including a
description of the network and the criteria used to select [and/or tier] providers;
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5. The health carrier’s efforts to address the needs of covered persons, including, but not
limited to children and adults, including those with limited English proficiency or
illiteracy, diverse cultural or ethnic backgrounds, physical or mental disabilities, and
serious, chronic or complex medical conditions. This includes the carrier’s efforts, when
appropriate, to include various types of ECPs in its network;

6. The health carrier’'s methods for assessing the health care needs of covered persons
and their satisfaction with services;

7. The health carrier’s method of informing covered persons of the plan’s covered services
and features, including but not limited to:

a. The plan’s grievance and appeals procedures;

b. Its process for choosing and changing providers;

c. lIts process for updating its provider directories for each of its network plans;

d. A statement of health care services offered, including those services offered
through the preventive care benefit, if applicable; and

e. lIts procedures for covering and approving emergency, urgent and specialty care, if
applicable;

8. The health carrier’s system for ensuring the coordination and continuity of care:

a. For covered persons referred to specialty physicians; and
b. For covered persons using ancillary services, including social services and other
community resources, and for ensuring appropriate discharge planning;

9. The health carrier’s process for enabling covered persons to change primary care
professionals, if applicable;

10. The health carrier’s proposed plan for providing continuity of care in the event of
contract termination between the health carrier and any of its participating providers, or
in the event of the health carrier’s insolvency or other inability to continue operations.
The description shall explain how covered persons will be notified of the contract
termination, or the health carrier’s insolvency or other cessation of operations, and
transitioned to other providers in a timely manner;

11. The health carrier’s process for monitoring access to physician specialist services in
emergency room care, anesthesiology, radiology, hospitalist care and
pathology/laboratory services at their participating hospitals.

Note: It is recommended the Cover Sheet be include in front of the Access Plan and
submitted as one file. In this case the file name for Access Plans should be the HIOS
Issuer ID followed by “Access Plan” and any additional information deemed appropriate.
For example, 12345 Access_Planv3. If a Cover Sheet is submitted as a separate file from
the Access Plan the file name should be Issuer ID followed by “Access Plan Cover Sheet”
and any additional information deemed appropriate. For example,

12345 Access_Plan_Cover_Sheetv3.
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Benefits and Service Area Module

Users of the Benefits and Service Area Module are assigned to one or both of the following roles: Benefits
Submitter, an individual who submits the data and information necessary to complete the Benefits Module, and
Benefits Validator, an individual who is responsible for validating the correctness of the data and information
necessary to complete the Benefits Module.

There are three tabs to this module: the Data Submitter page, the Data Validator page, and the Final
Submission page (see Figure 2-1).

Figure 2-1. Three Tabs to Benefits and Service Area Module

Data Submitter Data Valdator Final Submissson

The Data Submitter page allows Submitters to work on an existing application or view an already submitted
application (see Figure 2-2). The Data Validator page allows Validators to view a list of all the applications that
have been submitted. This section also allows validators to upload supporting documentation and answer
supplemental responses through HIOS (see Figure 2-3). The Final Submission page allows users to cross-
validate data between modules and submit the QHP Application.

Each of these tabs is broken down further with information issuers need to enter to create a new application or
edit an existing application. For the Data Submitter page, all sections listed in the lower section and to the left-
hand side of the page need to be completed before moving on to the Data Validator pages.

Figure 2-2. Upload Documentation Page
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Figure 2-3. Data Validator Page
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Section 2A: Network ID
1. Introduction

In the Network ID section, issuers must assign each of their provider networks—groups of providers providing
services in an area—to network IDs and provide the network URL that enrollees will use to access information
about the issuer’s provider networks. These instructions apply to QHP and SADP issuers.

2. Data Requirements
To complete this section, issuers will need the following:

1. HIOS Issuer ID;
2. List of provider networks; and

3. URLs for provider directory.

3. Quick Reference

Key Changes for 2018
+ No changes for the 2018 QHP Application

¢ The URL to the provider directory is the only network identification information made public.
¢ Dual-product issuers offering QHPs and SADPs must create two different network IDs for use with the two plan
types, regardless of whether the network is intended to serve QHPs and SADPs.

¢ Dual-product issuers must use the word “dental” in the network area name for their dental service area to
distinguish the QHP network from the dental network.

4. Detailed Section Instructions

Perform the following steps to complete the Network ID Template.

Network ID Template | Steps
HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
State Using the drop-down menu, select the state in which the proposed plan will be
offered.

Generate Network IDs | Click the Create Network IDs button. This button generates the network IDs that will
be used in a later step. When asked how many networks, enter the number of
networks, and select OK. The network IDs are automatically generated on the basis
of the number of networks specified.

Network Name Enter a network name. Dual-product issuers must use the word “dental” in the
network name for their dental network to distinguish the QHP network from the dental
network.

Network 1D Select a network ID using the drop-down menu. The network IDs consist of the state

abbreviation plus an “N” and then a sequenced number (such as MDNOO1 or
MDNO002). Dual-product issuers offering QHPs and SADPs must create separate
network 1Ds for their QHP and dental networks.

Network URL Enter the network URL (website). The network URL is the web address on the issuer
website that consumers use to view the providers in the issuer’s network associated
with the specific identified network.
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Repeat these steps for each additional network ID.
A sample completed Network ID Template looks like Figure 2A-1.

Figure 2A-1. Sample Network ID Template

2018 Network Template v7.0 Al fields with an asterisk (*) are required.
Validate ‘ To validate the template, press Validate button or Ctrl + Shift + I. To finalize, press Finalize button or Ctrl + Shift + F.
Click Create Network IDs button {or Ctrl + Shift + N} to create network ids based on your state.
Network IDs will populate in the drop-down box in Network 1D colummn.
Use each Network ID only once.
HIOS Issuer ID* 12345
Issuer State”®|VA

Finalize ‘

Create Network IDs ‘

Network Name* Network ID* Network URL*
Required: Required: Required:
Enter the Network Name Select the Metwork ID Enter the Metwork URL
Smith Network VANOO1 https://ISmithNetwork1.com

Once the template is completed, issuers must validate, finalize, and upload it into HIOS.

Template Validation | Steps

Validate Template Click the Validate button in the top left of the template. The validation process
identifies any data issues that need to be resolved. If no errors are identified, finalize
the template.

Validation Report If the template has any errors, a Validation Report will appear in a pop-up box showing
the data element and cell location of each error. Correct any identified errors and click
Validate again. Continue this process until all errors are resolved.

Finalize Template Click the Finalize button in the template. The Finalize function creates the . XML
version of the template that issuers need to upload in the network section of the
Benefits and Service Area Module.

Save Template Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel .XLSM file and the finalized .XML file in the same
folder.

Upload Template Upload the saved file in the network section of the Benefits and Service Area Module

in HIOS. Refer to the Benefits and Service Area Module User Guide for details on how
to complete this step.
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Section 2B: Service Area
1. Introduction

In the Service Area section, issuers will need to identify the service areas associated with their QHPs, SADPs,
or both, by state and county. These instructions apply to QHP and SADP issuers, and both types of issuers are
required to submit the Service Area Template as part of their QHP Application.

To indicate the geographic coverage of each QHP, SADP, or both and to demonstrate compliance with the
county integrity requirements under 45 CFR 155.1055, issuers must identify proposed service areas in their
application. The service area of a QHP or SADP is the geographic area where the plan accepts members, if it
limits membership based on where people live.

In almost all situations, HHS will approve only service areas covering full counties. In the rare case in which the
issuer proposes a service area covering a partial county, additional justification is required.

2. Data Requirements
The service area section of the QHP Application comprises three parts:

1. Atemplate for identifying the issuer’s service area, and any included counties and ZIP codes as
applicable, if the entire state is not covered.*

2. A detailed partial county supplemental response, if applicable (the recommended form is available
at https://www.ghpcertification.cms.gov/s/Service%20Area.)

3. If applicable, written evidence from the appropriate FFM state regulator indicating that the partial county
is approved by the state.

To complete the template for this section, an issuer needs the following information:

1. HIOS Issuer ID;

2. Issuer state;

3. Names and IDs for proposed service areas to be associated with the issuer's QHPs or SADPs;
4

Names of counties that the issuer is applying to cover, if electing not to include an entire state in a
service area; and

5. ZIP codes in any county that the issuer is applying to cover when electing not to include an entire
county in a service area.

3. Quick Reference

Key Changes for 2018

+ Issuers in states that perform plan management functions and file through SERFF are strongly encouraged to
submit a Microsoft Excel version of their Service Area Template.

4 The columns these data are entered in appear in the Excel template when “Yes” is selected for Column E.
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+ Issuers may not change their service area after their initial submission, unless they submit a petition to do so,
and they may make this change only during the time frame specified by CMS. This includes issuers submitting
through SERFF, even if the issuer is responding to a deficiency issued by the state. See the Service Area
Petition Process in the Review Periods and Revision Process section for more information.

¢ Dual-product issuers offering QHPs and SADPs must create two different service area IDs for use with the two
plan types, regardless of whether the service area is intended to serve both QHPs and dental plans.

¢ Dual-product issuers must use the word “dental” in the service area name for their dental service area to
distinguish the QHP service area from the dental service area.

¢ Excel template file names must be all lowercase and cannot contain spaces. For example, “servicearea_data”
is a valid template file name, but “ServiceArea_data” or “service area data” are not valid template file names.

+ Name the partial county justification, if applicable, using the following naming convention: [HIOS Issuer
ID]_[State]_service_area_partial_county, for example, “12345_MD_service_area_partial_county.pdf.”

¢ When deciding how to establish service areas, consider existing health care delivery markets in the states in
which the issuer is applying to offer plans. If people in a rural county generally travel a long distance to see a
health care provider or dentist and the distance is consistent with practices permitted by the state, it may not be
necessary to have a contracted provider in all parts of the rural county. In these cases, issuers may want to
consider establishing a service area for the entire state, giving members in the more rural part of the county the
option to see providers in other ZIP codes. Alternatively, an issuer may elect to exclude an entire county from
its service area if no providers are available in the excluded ZIP codes.

¢ A service area can be associated with multiple plans. For example, an issuer has five plans and four service
areas. The first plan has a service area (SA001) that covers the entire state. The second and third plans have
a service area (SA002) that covers Counties A and B. The fourth plan has a service area (SA003) that covers
Counties C and D. The fifth plan has a service area (SA004) that covers Counties A, B, C, and D.

¢ A QHP or SADP must always be associated with a single Service Area ID and with a single Network ID, but
networks and service areas may be used for multiple QHPs or SADPs. The issuer creates one template for all
of its service areas and identifies each service area with a unique Service Area ID. The issuer also completes
the Network ID Template and creates a unique Network ID for each network. When the issuer completes the
Plans & Benefits Template, it maps each plan to a specific Service Area ID and Network ID as entered in the
Service Area and Network ID Templates. Service Area IDs and Network IDs may both be used for multiple
plans and do not have to correspond one to one (for example, an issuer may have a single state-wide network,
identified with a Network ID, assigned to all of its plans, but have two Service Area IDs, each made up of half
the state and each assigned to a different plan).

¢ The Marketplace does not require an issuer’s service area to cover a complete rating area. However, issuers
are also bound by state service area requirements, so carefully review the state guidance on this topic to
ensure the proposed service areas comply with state requirements. Multiple rating areas are allowed within a
service area as specified by the state. Separate Service Area IDs are not required even if a service area is
made up of multiple rating areas.
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4. Detailed Section Instructions

The following steps are taken to complete the Service Area Template.

Service Area Template | Steps

HIOS Issuer ID Enter the five-digit HIOS Issuer ID.

Issuer State Select the state in which the issuer is intending to offer coverage using the drop-
down menu.

Service Area ID Click the Create Service Area IDs button at the top of the Service Area Template.

Service area IDs must be generated by the template.

Enter the total number of desired service areas for the identified state. Each plan
must be associated with a single service area ID, but a service area ID can be
associated with multiple plans. The template automatically adds service area IDs to
the Service Area ID drop-down menu. For example, if the issuer enters “3” for the
total number of service areas, the template automatically generates three service
area IDs. If the proposed service area covers the entire state, enter “1” for the
number of service areas. The Service Area ID consists of the state abbreviation plus
an “S” and then a sequenced number (MDS001 or MDS002, for example).

In the first available blank row after the header (Row 13), use the drop-down menu to
select a service area ID.

Service Area Name Enter a name for the service area selected.

Note: It may be helpful to name the service area so that it identifies a plan
characteristic, such as health maintenance organization (HMO), or the actual plan
name.

Dual-product issuers must use the word “dental” in the service area name for their
dental service area to distinguish the QHP service area from the dental service area.

The Service Area Name will not be displayed to the public on www.HealthCare.gov.

State Choose from the following options:

¢ Yes—if the service area includes the entire state. No additional information is required
for the identified service area. Continue adding service areas until all service areas
have been identified.

+ No—if the service area includes only certain counties in the state. In the next step,
county information must be provided for the identified service area. Continue adding
service areas and counties as appropriate until all service areas have been identified.

Note: The same Service Area ID cannot be used for both a service area that covers

the entire state and for a service area that covers only certain counties in the state.

County Name Use the drop-down menu to select the name of each county included in the identified
service area if the issuer indicated above that the identified service area does not
cover the entire state.

If a service area includes multiple counties, the issuer must add a new row for each
new county using the same service area ID and service area name.

If the issuer’s service area counties do not appear in the drop-down menu, please
contact the Help Desk at 855-CMS-1515 or via e-mail at CMS _FEPS@cms.hhs.gov.

Partial County Choose from the following options:

+ No—if the service area includes the entire county. No additional information is required
for the identified county.

¢ Yes—if the service area covers only part of the county. If Yes is selected, an
informational box appears showing the HHS partial county policy. Select OK. A Service
Area ZIP Code(s) column and a Partial County Justification Filename column will
appear on the template.
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Service Area Template | Steps

Service Area ZIP Code |Enter the five-digit ZIP codes included in the partial county if the issuer identified that
the county is only partially covered. If entering more than one ZIP code, use a
comma to separate each ZIP code. The ZIP codes entered are validated after the
template is uploaded.

Partial County Enter the file name for the partial county justification supplemental response. Use the
Justification Filename |following naming convention: [HIOS Issuer ID]_[State]_service_area_partial_county.
For example, “12345_MD_service_area_partial_county.pdf.”

A sample completed Service Area Template looks like Figure 2B-1.

Figure 2B-1. Sample Service Area Template
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The following steps are taken if the issuer is requesting to serve a partial county (i.e., the issuer selected Yes to
one or more counties in Column E of the Service Area Template.

Partial County Justification Supplemental Response

HHS allows issuers to cover partial county service areas only in extraordinary circumstances. For each
requested exception, the issuer must submit a detailed supplemental response substantiating why the entire
county will not be served. The issuer must justify that the partial county service area is necessary, non-
discriminatory, and in the best interests of potential enrollees and the Marketplace program, consistent with 45
CFR 155.1055.

The specific questions to be answered are on the recommended form found
at https://www.ghpcertification.cms.gov/s/Service%20Area. Failure to respond to each of these questions will
result in the denial of the partial county request.

Issuers may request partial county service areas from CMS only with state authorization. Issuers in FFM states
that complete the QHP Application in HIOS should provide written evidence that their appropriate state
regulator has authorized their partial county service area, such as an e-mail that lists the specific ZIP codes in
the partial county requested.

Issuers in states performing plan management functions that request to serve partial counties must submit a
partial county supplemental response but are not required to submit evidence of state approval. Successful
transmission of the data will serve as state approval of the partial county request.
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Partial County Justification Supplemental Response

After completing the supplemental response form, do the following:

+ Combine written evidence that the appropriate FFM state regulator has authorized the partial county service area
and the partial county justification supplemental response into one PDF file.

+ Name the PDF file using the following convention: [HIOS Issuer ID]_[State]_service_area_partial_county. For
example, “12345_MD_service_area_partial_county.pdf.” Enter this file name in Column G, “Partial County
Justification Filename” of the Service Area Template.

+ Upload the combined document in the plans and benefits section of the Benefits and Service Area Module in

HIOS using the document upload functionality. Select the document type Service Area Justification from the
Document Type drop-down menu.

Once the Service Area Template is completed, issuers must validate, finalize, and upload it into HIOS.

Template Validation | Steps
Validate Template Click the Validate button in the top left of the template. The validation process identifies
any data issues that need to be resolved. If no errors are identified, finalize the
template.
Validation Report If the template has any errors, a Validation Report will appear in a pop-up box showing

the data element and cell location of each error. Correct any identified errors, and click
Validate again. Continue this process until all errors are resolved.

Finalize Template Click the Finalize button in the template. The Finalize function creates the . XML
version of the template that issuers need to upload in the Service Area section of the
Benefits and Service Area Module in HIOS.

Save Template Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel .XLSM file and the finalized .XML file in the same folder.
Upload Template Upload the saved file in the Service Area section of the Benefits and Service Area

Module in HIOS. Refer to the Benefits and Service Area Module User Guide for details
on how to complete this step.
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Section 2C: Prescription Drug
1. Introduction

In the Prescription Drug section, issuers must create cost sharing for each tier of drug benefits along with
specific drugs included in the formulary. They must also select the drugs that are to be offered at each tier level.
These instructions apply only to QHP issuers.

2. Data Requirements
To complete this section, issuers will need the following:

1. Formulary URLs. Enter the website location for formulary information. URLs must start with “http://” or
“https:/I" to work properly for the consumer.

2. Adrug list with RxNorm Concept Unique ldentifiers (RxCUIs), along with their formulary tier numbers.
An issuer may offer drugs that do not have associated RxCUIs, but they cannot be included on the
Prescription Drug Template.®

3. Quick Reference

Key Changes for 2018

+ No major changes for the 2018 QHP Application.

¢ RXCUIs should have one of the following Term Types (TTY): semantic branded drug (SBD), semantic clinical
drug (SCD), brand name pack (BPCK), or generic pack (GPCK).

¢ Set Tier Level equal to NA (not applicable) if the drug is not part of a given drug list.

+ All formularies associated with the same drug list should have the same Number of Tiers and the same Drug
Tier Type for a given tier. In other words, each drug list may have only one tier structure, as indicated by the
number of tiers and drug tier types. The XML generated from the template and submitted to HIOS includes only
the Number of Tiers and Drug Tier Type fields for the first formulary associated with each drug list.

4. Detailed Section Instructions

Issuers need to complete the Drug Lists worksheet before they fill out the Formulary Tiers worksheet in the
template. An example is shown Figure 2C-1.

5 Pursuant to 45 CFR 156.122(a)(3), for plan years beginning on or after January 1, 2017, a health plan does not provide EHBs unless it
uses a pharmacy and therapeutics (P&T) committee that meets certain standards.
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Figure 2C-1. Drug List Worksheet
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Before entering details for each drug list, enter all RxCUIs included in any of the drug lists. RxCUIs are entered
into Column A, beginning in Row 9. Once the issuer has entered all of the unique RxCUIs for its drug lists, it
should begin entering the drug-list-specific information in each row.

Drug List | Steps

RxCUI ¢ When selecting RxCUIs to include, use the October 3, 2016, full monthly release of
RxNorm to find a list of valid RxCUIs. Download the RxNorm release

at https://www.nlm.nih.gov/research/umls/rxnorm/docs/rxnormfiles.html. To
download the file, the issuer will need a Unified Medical Language System (UMLS)
Metathesaurus License and a UMLS Terminology Services Account. The issuer
can obtain a license and account at no charge by following the instructions

at http://www.nlm.nih.gov/databases/umis.html#license request.

+ CMS anticipates posting the EHB Rx Crosswalk and a reformatted RxNorm
database along with the state review tools
at https://www.ghpcertification.cms.gov/s/Review%20Tools.

+ RxCUIs should have one of the following Term Types (TTY): SBD, SCD, BPCK, or
GPCK.

« The drug list should include all drugs on the issuer’s formulary, even if they do not
fall in one of the categories and classes identified in the summary of EHB
benchmark information, available
at https://www.ghpcertification.cms.gov/s/Prescription%20Drugs. This includes all
drugs deemed by the user as “medical service drugs.”

Tier Level For each drug, select the RxCUI's cost sharing tier level from the drop-down menu,
or select NA if this drug is not part of the given drug list.

Prior Authorization Indicate whether the drug requires the prescribing physician to obtain prior

Required authorization before the plan covers the drug. Choose from the following options:

+ Yes—if prior authorization is required.
o No—if prior authorization is not required.
If Tier Level is NA, leave this column blank.
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Drug List

Step Therapy Required |Indicate whether the plan requires the enrollee to try at least one other drug before
the plan covers the given drug. Choose from the following options:

¢ Yes—if step therapy is required.
o No—if step therapy is not required.
If Tier Level is NA, leave this column blank.

To add another drug list, click the Add Drug List button (Figure 2C-2). For the new drug list, issuers need to
complete the Tier Level, Prior Authorization Required and Step Therapy Required columns as described above.
Once an issuer has completed the Tier Level, Prior Authorization Required, and Step Therapy Required
columns, it has completed the required information for its drug list.

Figure 2C-2. Add Drug List Button
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If an issuer needs to remove a drug list, click the Remove Drug List button (Figure 2C-3). Drug lists are
removed in the reverse order in which they were created. In other words, the last drug list created is removed
first. If the issuer wants to remove a drug list that is not the last drug list created (for example, if there are four
drug lists and the issuer wants to remove the second one), copy and paste the data from the last drug list into
the drug list that the issuer wants to delete; then click the Remove Drug List button.

Delete any drug lists that are not used. A drug list that is not used links to a Formulary ID that does not link to a
Standard Component ID in the Plans & Benefits Template. When removing drug lists, make sure that all
remaining Formulary IDs are linked to the correct drug lists.

Figure 2C-3. Remove Drug List Button
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Once the Drug Lists worksheet is completed, go to the Formulary Tiers worksheet.

Formulary Tiers | Steps
HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
State Select the state for which the template applies from the drop-down menu.
Generate Formulary Click the Create Formulary IDs button to create the Formulary IDs.
IDs + A pop-up dialog box appears and prompts the issuer to enter the number of
formularies.

« After entering the number of formularies, the message “Formulary IDs have been
generated successfully” appears. Click OK. The IDs are automatically generated,
consisting of the state abbreviation plus an “F,” and then a sequenced number (such as
ALF001 and ALF002).

¢ Once completed, the Formulary IDs appear in a drop-down menu in the Formulary ID
column.

Formulary ID Select the Formulary ID from the drop-down menu.

« After a Formulary ID is selected, the template populates some cells and grays out
others that do not apply. When a cell is grayed out, it is locked and cannot be edited.
The QHP Application System will not process data entered into the cell before it was
grayed out.

+ Select only Formulary IDs that will be linked to a Standard Component ID used in the
Plans & Benefits Template.

Formulary URL Enter the URL (web address) for the formulary document or website. CMS expects
the URL link to direct consumers to an up-to-date formulary where they can view the
covered drugs, including tiering, specific to a given QHP. The URL provided to the
Marketplace as part of the QHP Application should link directly to the formulary, such
that consumers do not have to log on, enter a policy number, or otherwise navigate
the issuer’s website before locating it. If an issuer has multiple formularies, it should
be clear to consumers which formulary applies to which QHPs. CMS makes issuer-
provided formulary links available to consumers on HealthCare.gov.

Drug List ID Select the appropriate Drug List ID from the drop-down menu. The menu is auto-
populated with the Drug List IDs that were created on the Drug List worksheet. If the
Drug List worksheet has not been completed, do so now.

Number of Tiers Select the number of tiers (1-7) from the drop-down menu. The number of tier levels
in a given formulary should correspond to the number of tiers in the associated drug
list. Cost sharing subgroups cannot be created within a tier. All drugs within the same
tier should have the same cost sharing.

Drug Tier ID The template populates this column according to the selection in Number of Tiers.
The other cells are grayed out, indicating they do not apply. The Drug Tier ID column
is controlled by the template; do not edit it.

Drug Tier Type Click the drop-down menu, and select the Click here to select option to open a pop-
up dialog box. Choose from the following options, and select a maximum of two drug
types, one generic type and one brand type for each tier. No additional tier type can
be selected for Zero Cost Share Preventive Drugs. No additional tier type can be
selected for Medical Service Drugs.

o If a tier contains both preferred and non-preferred generic drugs, select only one tier
type. Choose the tier type according to the majority of drugs in the tier. For example, if
the tier contains 80 percent preferred generic and 20 percent non-preferred generic,
then choose the tier type of preferred generic. The same applies for a tier with
preferred and non-preferred brand drugs.

« Multiple tiers may have the same drug tier types, but tiers should have different cost
sharing.
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Formulary Tiers | Steps

o If the issuer has both preferred and non-preferred specialty drugs, create two tiers and
differentiate between the two using cost sharing. One way to represent this design is to
designate the first as Preferred Brand, Specialty and the second as Non-Preferred
Brand, Specialty.

Zero Cost Share Preventive Drugs:

& When Zero Cost Share Preventive Drugs is selected, it is the only tier type that can be
selected for the tier. It is preferred that the issuer place the Zero Cost Share Preventive
Drug tier as Tier 1 if applicable, to represent the lowest-cost tier to the consumer.

+ The 1 Month In Network Retail Pharmacy Copayment and 1 Month In Network Retail
Pharmacy Coinsurance information will automatically be set to $0 and 0 percent,
respectively, when this tier type is chosen. The remaining pharmacy benefit types can
still be edited. If the remaining pharmacy benefits are offered, then the subsequent cost
sharing fields should be entered as $0 and 0 percent.

« If the issuer has a tier that contains preventive drugs, but those drugs can incur cost
sharing for different circumstances, then complete the cost sharing fields for the most
typical or most used benefit cost share design. Describe any cost sharing features that
do not directly fit into the Prescription Drug Template in the Explanation field of the
Plans & Benefits Template and in a plan brochure and Formulary URL.

Medical Service Drugs:

+ Use this tier type to indicate if a formulary contains medical service drugs. CMS
recognizes that there are some state benchmarks that contain medical service drugs in
various categories and classes; therefore, a Medical Service Drugs tier can assist in
identifying these drugs in the formulary.

¢ When Medical Service Drugs is selected, it is the only tier type that can be selected for
the tier.

¢ The 1 Month In Network Retail Pharmacy Copayment and 1 Month In Network Retail
Pharmacy Coinsurance will both be automatically set to Not Applicable when this tier
type is chosen. The remaining pharmacy benefit types cannot be edited.

Tier Cost Sharing This section describes how to document the cost sharing structure for each drug tier.
The only columns that must be populated are 1 Month In Network Retail Pharmacy
Copayment and 1 Month In Network Retail Pharmacy Coinsurance. Complete the
information for the other three pharmacy types only if they apply to the given drug
tier, but the issuer must indicate whether each tier offers these types of pharmacy
benefits. The pharmacy benefits are as follows:

+ 1 Month In Network Retail Pharmacy (Copayment & Coinsurance)

1 Month Out of Network Retail Pharmacy Benefit Offered?

1 Month Out of Network Retail Pharmacy (Copayment & Coinsurance)

3 Month In Network Mail Order Pharmacy Benefit Offered?

3 Month In Network Mail Order® Pharmacy (Copayment & Coinsurance)

3 Month Out of Network Mail Order Pharmacy Benefit Offered?

3 Month Out of Network Mail Order Pharmacy (Copayment & Coinsurance).

® 6 6 ¢ o o

Benefit Offered Select Yes if the pharmacy benefit is offered for the corresponding tier. Otherwise,
select No.

Copayment Enter the copayment amount for the given pharmacy type. The copayment field

allows values to the hundredths decimal. Round any copayments to the hundredths

decimal. Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
coinsurance is charged.

5 Pursuant to 45 CFR 156.122, for plan years beginning on or after January 1, 2017, a health plan providing EHBs at in-network retail
pharmacies, unless the drug meets an exception under 45 CFR 156.122(1)(i) and (ii).
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Formulary Tiers | Steps

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no copayment is charged (this indicates that this benefit is subject to
the deductible).

+ $X—the consumer always pays just the copay and the issuer pays the remainder of
allowed charges (this indicates that this benefit is not subject to the deductible).

& $X Copay after deductible—the consumer first pays the deductible, and after the
deductible is met, the consumer is responsible only for the copay (this indicates that
this benefit is subject to the deductible).

+ $X Copay with deductible—the consumer first pays the copay, and any net remaining
allowed charges accrue to the deductible (this indicates that this benefit is subject to
the deductible).

& Not Applicable—the consumer pays only a coinsurance. Note that when using Not
Applicable for copay, Not Applicable cannot be used for coinsurance (unless the drug
tier type is Medical Service Drugs).

Coinsurance Enter the coinsurance amount for the given pharmacy type. The coinsurance field
allows values to the hundredths decimal. Round any coinsurance to the hundredths
decimal. Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
copay is charged.

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no coinsurance is charged (this indicates that this benefit is subject
to the deductible).

& X% —the consumer always pays just the coinsurance and the issuer pays the
remainder of allowed charges (this indicates that this benefit is not subject to the
deductible).

¢ X% Coinsurance after deductible—the consumer first pays the deductible, and after
the deductible is met, the consumer pays the coinsurance portion of allowed charges
(this indicates that this benefit is subject to the deductible).

+ Not Applicable—the consumer pays only a copay. Note that when using Not
Applicable for coinsurance, Not Applicable cannot be used for copay (unless the drug
tier type is Medical Service Drugs).

Issuers should complete cost-sharing fields in the Prescription Drug Template for the most typical or most used
benefit cost share design. Issuers can describe any cost-sharing features that do not directly fit into the
Prescription Drug Template in the Explanation field of the Plans & Benefits Template and in a plan brochure and
Formulary URL.

CMS will review tier placement to ensure that the formulary does not substantially discourage the enroliment of
certain beneficiaries. When developing their formulary tier structure, issuers should use standard industry
practices. Tier 1 should be considered the lowest cost sharing tier available, which means a Zero Cost Share
Preventive tier should be listed first. Any and all subsequent tiers with the formulary structure will be higher cost
sharing tiers in ascending order. Place the Medical Service Drug tier as the last tier for all formulary designs.

Preventive services under the ACA must be covered without the consumer having to pay a copayment or
coinsurance or meet a deductible. For more information on the coverage of preventive services,

see http://www.cms.qov/CCIlIO/Resources/Fact-Sheets-and-FAQs/#Prevention

and http://www.cms.gov/CCIlIO/Resources/Fact-Sheets-and-FAQs/aca_implementation_fags18.html.

CMS recommends that issuers place preventive drugs in a separate Zero Cost Share Preventive tier in the
Prescription Drug Template. If an issuer has a tier that contains preventive drugs, but those drugs can incur cost
sharing for different circumstances, then complete the cost-sharing fields for the most typical or most used
benefit cost share design. Describe any cost-sharing features that do not directly fit into the Prescription Drug
Template in the Explanation field of the Plans & Benefits Template and in a plan brochure and Formulary URL.
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If an issuer has already used all seven available tiers, include zero cost preventive drugs in the lowest cost tier
and clearly identify in the plan brochures and Formulary URL that these drugs are available at zero cost sharing
because all drugs within the same tier should have the same cost sharing.

Alternatively, if an issuer has already used all seven available tiers and one of the tiers is a medical service drug
tier, include the zero cost preventive drugs as a tier and remove the medical service drug tier.

If an issuer has a tier cost share of zero and it is not a preventive tier, then the issuer may either select No
Charge for Copayment and Not Applicable for Coinsurance or Not Applicable for Copayment and No Charge
for Coinsurance in the Formulary Tiers worksheet. Note that an issuer cannot use Not Applicable for both
Copayment and Coinsurance at the same time.

The Prescription Drug Template does not capture minimum or maximum copay or coinsurance. CMS
recommends that issuers describe in detail any cost sharing designs that are not captured in the Prescription
Drug Template in the Explanation field of the Plans & Benefits Template and in a plan brochure and Formulary
URL.

Once the Prescription Drug Template is completed, issuers must validate, finalize, and upload it into HIOS.

Template Validation | Steps

Validate Template Click the Validate button in the top left of the template. The validation process
identifies any data issues that need to be resolved. If no errors are identified, finalize
the template.

Validation Report If the template has any errors, a Validation Report will appear in a pop-up box
showing the data element and cell location of each error. Correct any identified
errors, and click Validate again. Continue this process until all errors are resolved.

Finalize Template Click the Finalize button in the template. The Finalize function creates the . XML file
of the template that will need to be uploaded in the Prescription Drug section of the
Benefits and Service Area Module in HIOS.

Save Template Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel .XLSM file and the finalized .XML file in the same
folder.

Upload Template Upload the saved XML file in the Prescription Drug section of the Benefits and

Service Area Module in HIOS. Refer to the Benefits and Service Area Module User
Guide for details on how to complete this.
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Section 2D: Plans & Benefits
1. Introduction

In the Plans & Benefits section, issuers will enter data about their plans and list covered benefits with any
guantitative limits or exclusions. They will also provide cost sharing and basic plan variation information for each
plan that is being submitted, including the deductible, maximum out-of-pocket (MOOP), copay, and coinsurance
values. These pieces of information will be included through two worksheets—the Benefits Package worksheet
and the Cost Share Variances worksheet. These instructions apply to QHP and SADP issuers.

2. Data Requirements
To complete this section, the issuer will need the following:

1. Completed Network ID (QHP & SADP), Service Area (QHP & SADP), and Formulary Excel Templates
(QHP only);

2. Applicable plan URLs; and

3. Detailed benefit cost sharing for all plans.

w

. Quick Reference

Key Changes for 2018

+ There is a new Level of Coverage option called “Expanded Bronze.” This metal level's AV has a de minimis
range of 56 percent to 65 percent and should be used for plans that either cover and pay for at least one major
service—other than preventive services—before the deductible, or meet the requirements to be a high
deductible health plan. “Expanded Bronze” will appear as the Level of Coverage on the Benefits Package and
Cost Share Variances worksheets; however, the plan will show as just “Bronze” to consumers.

+ The cost sharing drop down “$X copay with deductible” will now take the place of the option “$X copay before
deductible” that was shown in previous years. This cost sharing option means the consumer first pays the copay,
and any net remaining allowed charges accrue to the deductible.

+ There are now three sets of Simple Choice plan options that vary by state. Set 2 is for DE, IA, KY, LA, MO, MT,

and NH; Set 3 is for NJ; and Set 1 is for all the other states. Each issuer should use the Simple Choice plans
applicable to its specific state.
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¢ Download the most recent versions of the 2018 Plans & Benefits Template, Add-In file, Actuarial Value
Calculator (AVC), and Simple Choice Plan Add-In file.

¢ Save the Plans & Benefits Add-In file in the same folder as the Plans & Benefits Template for the macros to run
properly.

+ All data elements that CMS anticipates displaying to individual market consumers on Plan Compare are
identified by a number symbol () next to the field name.

+ All data fields required for SADP issuers are identified by an asterisk (*) next to the field name. Follow the
instructions below for details relating to the Benefits Package worksheet. For the Cost Share Variance
worksheet, see Sections 4.11, 4.20-4.22, 4.24, 4.26, and 4.27.

« All data fields used by the AVC are identified by a caret (*) next to the field name. See the Appendix for
additional AVC instructions.

¢ The issuer should complete the Network, Service Area, and Prescription Drug Templates (QHPs only) and
save them to its computer before filling out the Plans & Benefits Template. This template requires issuers to
assign a network, service area, and formulary ID to each plan on the basis of the IDs already created in these
three templates.

¢ Complete a separate Benefits Package worksheet for each unique benefits package the issuer wishes to offer.
To create additional benefits packages, click the Create New Benefits Package button on the menu bar under
the Plans & Benefits ribbon. The HIOS Issuer ID, Issuer State, Market Coverage, Dental Only Plan, and TIN
fields are auto-populated.

¢ Complete a row in the associated Cost Share Variances worksheet for each plan and associated cost sharing
reduction plan variation the issuer wishes to offer.

& The cost sharing entered in the Plans & Benefits Template must reflect what the consumer pays. See
Appendix 1 for how these values relate to AV.

¢ When a cell is grayed out, it is locked and cannot be edited. The Benefits and Service Area Module will not
process data entered into the cell before it was grayed out.

4. Detailed Section Instructions

When opening the Plans & Benefits Template, if the issuer is asked to enable macros, use the Options button
on the Security Warning toolbar, and select Enable this content. If the macros are not enabled before the data
are entered, the template will not recognize those data fields and they will have to be reentered. Once the issuer
does this, the Plans & Benefits and Simple Choice Plan ribbons should appear (Figure 2D-1) as tabs on the
file's toolbar. Note: The Simple Choice Plan Add-In will not automatically load into the Plans & Benefits
Template and must be opened before the ribbon will appear.

Figure 2D-4. Plans & Benefits Ribbon
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Before proceeding, the issuer should confirm that it has downloaded the latest versions of the Plans & Benefits
Template and both Add-In files from the Centers for Consumer Information and Insurance Oversight (CCIIO)
website (https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits).

4.1 General Information

The fields in the upper-left portion of the Benefits Package worksheet contain basic information about the issuer
and the types of plans to be entered into the template (Figure 2D-2). This information must be entered in the first
Benefits Package worksheet; it will then auto-populate any additional Benefits Package worksheets generated
by the issuer.

Figure 2D-5. Plans & Benefits Template

2018 Plans & Benefits Template v7.1
HIOS Issuer ID*
Issuer State*
Market Coverage®
Dental Only Plan"
TIN®

General Plans & Benefit ‘

Information Steps
HIOS Issuer ID * Enter the five-digit HIOS Issuer ID.

Issuer State * Select the state in which the issuer is licensed to offer these plans using the
drop-down menu.

Market Coverage * Select the market coverage. Choose from the following options:
+ Individual—if the plans are offered on the individual market.
¢ SHOP (Small Group)—if the plans are offered on the small group market.

Dental Only Plan * Indicate whether the plans contained in the template are dental only plans. Choose
from the following:

¢ Yes—if this is a dental only package. When “Yes” is selected, the template grays out
areas that do not apply to SADPs and prevents the field from accepting data entry.

o No—if this is not a dental only package.

TIN* Enter the issuer’'s 9-digit (xx-xxxxxxx) Tax ldentification Number (TIN).

4.2 Plan Identifiers

This section of the Benefits Package worksheet has fields for inputting high-level data on each plan, including its
Plan ID and the network, service area, and formulary (QHPs only) it uses (Figure 2D-3). Complete this section
for each standard plan the issuer plans to offer as part of this benefits package. A standard plan is a QHP
offered at the bronze, silver, gold, platinum, or catastrophic level of coverage (low or high level of coverage for
SADP), and a benefits package is a group of plans that covers the same set of benefits. Each plan in a benefits
package may have different cost sharing values, which are entered in the corresponding Cost Share Variances
worksheet. Enter each standard plan in the Benefits Package worksheet, and the template automatically creates
the necessary plan variations in the Cost Share Variances worksheet.

If the issuer runs out of empty rows for new plans, click the Add Plan button on the menu bar under the Plans &
Benefits ribbon. Each benefits package may have up to 50 plans. If there are more than 50 plans associated
with the same benefits package, a new benefits package with the identical benefits package structure must be
created.
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Figure 2D-6. Plan Identifiers Section

2018 Plans & Benefits Temp[ate v7.1 To use this template, please review the user guide and instructions. All field
HIOS Issuer ID* You will need to save the latest version of the add-in file (PlansBenefitsAddlr
Issuer State* To create the cost share variance worksheet and enter the cost sharing ama
Market Coverage* To create additional Benefits Package worksheets, use the Create New Bemn
Dental Only Plan* To populate the benefits on the Benefits Package worksheet with your State |
|
< Plan Identifiers I
HIOS Plan ID* rvice
(Standard Plan Marketing Name* i :’[;;od L= HPID Network ID* = 0 o Formulary ID*
Component])
Plan Identifiers ‘ Steps

HIOS Plan ID (Standard | Enter the 14-character, HIOS-generated plan ID number. Plan IDs must be unique,
Component) *# even across different markets.

Plan Marketing Name ** | Enter the plan marketing name at the standard plan level.

HIOS Product ID * Enter the 10-character, HIOS-generated Product ID number.
HPID * Enter the 10-digit national Health Plan Identifier (HPID).
Network ID * Click the Import Network IDs button on the menu bar under the Plans & Benefits

ribbon, and select the completed Network Template Excel file to import a list of
values from the Network Template; then select the appropriate one from the
drop-down menu. (The Excel version of the Network ID Template must be
completed and saved before importing the Network IDs.)

Service Area ID * Click the Import Service Area IDs button on the menu bar under the Plans &
Benefits ribbon, and select the completed Service Area Template Excel file to
import a list of values from the Service Area Template; then select the appropriate
one from the drop-down menu. (The Excel version of the Service Area Template
must be completed and saved before importing the Service Area IDs.)

Formulary ID Click the Import Formulary IDs button on the menu bar under the Plans &
Benefits ribbon, and select the completed Prescription Drug Template Excel file to
import a list of values from the Prescription Drug Template; then select the
appropriate one from the drop-down menu. (The Excel version of the Prescription
Drug Template must be completed and saved before importing the Formulary IDs.)

4.3 Plan Attributes

This section includes fields for inputting more specific data for each plan, including its type, its metal level, and
other plan-level requirements (Figure 2D-4).

Figure 2D-4. Specific Data Fields for Plan Attributes
an=staribaies

glw Limited Cost >
Notice =3 —re T T —

n-GHP*  Required for Resquired for Specialistis) Requiring a Plan Level \ariation - Est Does this plan offer

ii i il Fod
Pregnancy* Specialist?* Referral Exclusions Advanced Composite Rating?

Payment

Child-0O

Plan Attributes

New/Existing Plan? * Indicate whether this is a new or existing plan. Choose from the following options:
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Plan Attributes | Steps

o New—if this is a new plan that was not offered last year. This includes a plan that was
offered last year but is not considered to be the “same plan” as described in 45 CFR
144.103. These plans should use new Plan IDs that were not used for the 2017 plan
year.

+ Existing—if this plan was offered last year and the plan is considered to be the “same
plan” as described in 45 CFR 144.103. These plans should use the same Plan ID that
was used for the 2017 plan year.

Plan Type ** Select the plan type that best corresponds to plan definitions provided in state law or
regulations in the issuer’s state. Plan type selections must be consistent with the
issuer’s state form-filing submissions. Choose from the following product network
types:

+ Indemnity

¢ PPO (preferred provider organization)

¢ HMO (health maintenance organization)

¢ POS (point-of-service)

¢ EPO (exclusive provider organization)

Level of Coverage ™# | Select the metal level of the plan on the basis of its AV. A de minimis variation of -
4/+2 percentage points is allowed for standard metal-level plans. Please note that,
pursuant to 45 CFR 156.200(c), QHP issuers must offer at least one QHP in the
silver coverage level and one QHP in the gold coverage level in each county they
cover through the Marketplace, as described in Section 1302(d)(1) of the ACA.
Choose from the following:

¢ Bronze—AV of 60 percent.

¢ Expanded Bronze—AYV of 56 percent to 65 percent. This is a new option for PY2018
with an expanded AV de minimis range. A plan may use this option if it either covers
and pays for at least one major service, other than preventive services, before the
deductible, or meets the requirements to be a high deductible health plan within the
meaning of 26 U.S.C. 223(c)(2).

Silver—AV of 70 percent.

Gold—AYV of 80 percent.

Platinum—AYV of 90 percent.

Catastrophic—offered to certain qualified individuals and families; it does not meet a
specific AV but must comply with several requirements, including the MOOP and
deductible limits.

For SADP issuers, choose from the following:

¢ Low—AV of 70 percent.

¢ High—AV of 85 percent.

Design Type* Indicate whether this plan will follow a Simple Choice plan design. An issuer may
have up to five unique plans in each metal level that follow the Simple Choice plan
design for that metal level. This designation is selected at the plan level but must be
applied to all associated plan variations. For example, if the issuer selects “Design
Type 1” for a silver plan, all of the corresponding silver plan variations must follow the
cost sharing structure for their respective CSR Simple Choice plan designs. For more
information on the Simple Choice plan design and populating plans’ cost sharing
using the Simple Choice Plan Add-In, see Section 5.12. Choose from the following:
+ Not Applicable—if this plan does not follow a Simple Choice plan design.
+ Design Type 1—if this plan will be the first Simple Choice plan design for a metal level.
+ Design Type 2—if this plan will be the second Simple Choice plan design for a metal
level.
+ Design Type 3—if this plan will be the third Simple Choice plan design for a metal
level.

* 6 o o
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Plan Attributes | Steps

+ Design Type 4—if this plan will be the fourth Simple Choice plan design for a metal
level.

+ Design Type 5—if this plan will be the fifth Simple Choice plan design for a metal level.

An issuer may offer up to five plans with the Simple Choice plan design at each of the
bronze, silver, and gold metal levels. The plans must meet meaningful difference
requirements under 45 CFR 156.298 but may differ with respect to other features,
such as product type (e.g., HMO vs. PPQ), provider network, drug formulary, or
additional benefits covered (e.g., adult dental).

SADPs and SHOP plans should select Not Applicable for this field.

Unique Plan Design Indicate whether the plan design is unique, meaning it cannot use the standard AVC
developed and made available for HHS for the given benefit year. For more
information on determining whether a plan is unique, see Appendix 1. Choose from
the following options:

+ Yes—if the unique plan design features cause the use of the AVC to yield an AV result
that materially differs from that of the other approved methods described in 45 CFR
156.135(b). This indicates that the plan is not compatible with the AVC. If Yes is
selected for this reason, upload the Unique Plan Design Supporting Documentation
and Justification (see Supporting Document section). The signed and dated actuarial
certification certifies that a member of the American Academy of Actuaries performed
the calculation, which complies with all applicable federal and state laws and actuarial
standards of practice.

+ No—if the plan design is not unique.

QHP/Non-QHP* Indicate whether the plan will be offered only outside the Exchange or whether the
plan will be offered through and outside the Exchange. (An Exchange is also known
as a Marketplace.) Choose from the following options:

¢ On the Exchange—under the guaranteed availability requirements in 45 CFR 147.104,
a plan offered through the Marketplace generally must be available to individuals and
employers (as applicable) in the state who apply for the plan outside the Marketplace.
Issuers that offer a plan through the Marketplace should select the “Both” option below
unless an exception to guaranteed availability applies.

+ Off the Exchange—if the plan will be offered only outside the Marketplace. This
includes non-QHPs as well as plans that are substantially the same as a QHP offered
through the Marketplace for purposes of the risk corridor program (see 45 CFR
153.500 for more details).

¢ Both—if the plan will be offered both through and outside the Marketplace. A plan that
is offered both through and outside the Marketplace must have the same premium,
provider network, cost sharing structure, service area, and benefits, regardless of
whether it is offered through or outside of the Marketplace. Selecting this option creates
two separate plan variations in the Cost Share Variance worksheet when the worksheet
is created: one on-Marketplace plan and one off-Marketplace plan.

Notice Required for Indicate whether the plan has to be notified (by a member or a doctor) before
Pregnancy pregnancy benefits are covered. Choose from the following options:

& Yes—if a notice is required.
+ No—if a notice is not required.

Is a Referral Required |Indicate whether a referral is required to see a specialist. Choose from the following
for a Specialist? # options:

o Yes—if a referral is required to see a specialist.

+ No—if a referral is not required to see a specialist.

Specialist(s) Requiring [(Required if “Yes” is entered for Is a Referral Required for a Specialist?). Enter the
a Referral # types of specialists that require a referral.

Plan Level Exclusions* |Enter any plan exclusions.
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Plan Attributes | Steps

Limited Cost Sharing This data element is not necessary this year because, as specified in the annual
Plan Variation—Est 2015 HHS Notice of Benefit and Payment Parameters, beginning with the 2015 plan
Advance Payment year, Marketplaces will calculate the advance payment amounts for CSRs for limited
cost sharing plan variations. Therefore, leave this field blank.

Does this plan offer The ability for issuers and employers to use the composite premium field to indicate

Composite Rating? whether the plans’ premiums will be available based on the average enrollee
premium amounts has been deferred for 2018. Please leave the field populated to
“NO_”

¢ Yes—if the plan offers composite rating. (For 2018, do not select this option.)
+ No—if the plan does not offer composite rating.

Child-Only Offering * Indicate whether the plan is also offered at a child-only rate or has a corresponding
child-only plan (offered only to individuals who, as of the beginning of the plan year,
have not attained the age of 21 for QHP and 19 for SADP); one option must be
selected consistent with the requirements at 45 CFR 156.200. This does not apply if
the plan’s level of coverage is catastrophic.

Please note that FF-SHOP and the State Partnership SHOP (SP-SHOP) do not
accommodate child-only plans for both medical and SADPs. Enroliment in FF-SHOP
and SP-SHOP must include an employee enroliment.

Choose from the following options:

+ Allows Adult and Child-Only—if the plan allows adult and child-only enrollment and is
offered at a child-only rate.

+ Allows Adult-Only—if the plan does not allow child-only enrollment. This does not
mean that only adults can enroll but that these plans require an adult as the primary
subscriber. This plan needs a corresponding child-only plan (unless the plan’s
coverage level is catastrophic). Since child-only plans are required if “Allows Adult-
Only” is selected, as a work-around for FF-SHOP and SP-SHOP plans, issuers should
designate these plans as “Allows Adult and Child-Only” and note in the Plan Level
Exclusions field that the plan excludes child-only enroliment. (Does not apply to SADPs
because they must have the option of being offered to child-only subscribers. Do not
select this option unless the SADP is offered in the FF-SHOP or SP-SHOP.)

+ Allows Child-Only—if the plan is a child-only plan that allows only child subscribers.

(Do not select this option for SADP plans offered in the FF-SHOP and SP SHOP.

.

Child-Only Plan ID (Required if “Allows Adult-Only” is entered for Child-Only Offering for plans that are
not catastrophic). Enter the corresponding 14-character Plan ID if this plan does not
allow child-only enroliment. The entered Plan ID must correspond to a plan in which
Child-Only Offering is equal to “Allows Adult and Child-Only” or “Allows Child-Only.”
The corresponding plan must have the same Level of Coverage as the plan for which
the issuer is entering data.

Tobacco Wellness Indicate whether, as required to rate for tobacco use in the small group market, the
Program Offered plan offers a wellness program designed to prevent or reduce tobacco use that meets
the standards of Section 2705 of the Public Health Service (PHS) Act. (This is
unrelated to whether the plan provides benefits for recommended preventive
services, including tobacco use counseling and interventions, under Section 2713 of
the PHS Act.) Choose from the following options:

¢ Yes—if the plan offers a wellness program designed to prevent or reduce tobacco use
in accordance with Section 2705 of the PHS Act.

+ No—if the plan does not offer a wellness program designed to prevent or reduce
tobacco use in accordance with Section 2705 of the PHS Act. In addition, enter No if
either of the following applies:

= The plan is offered in the individual market, or
= The plan is offered in the small group market and does not rate for tobacco use.
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Plan Attributes | Steps

Disease Management [Indicate whether the plan offers disease management programs. Choose one or
Programs Offered* more of the following options:

Asthma

Heart Disease

Depression

Diabetes

High Blood Pressure & High Cholesterol
Low Back Pain

Pain Management

Pregnancy

Weight Loss Programs

® 6 6 ¢ 6 O 0 0 o

EHB Percent of Total Enter the percentage of the total premium that is associated with EHB services in
Premium each plan (including administrative expenses and profit associated with those
services). This is required for all plans on the individual and SHOP markets except
for catastrophic plans. This value will be used to calculate advanced premium tax
credits and is required to match the value entered in the Unified Rate Review
Template (URRT), except for catastrophic plans. For detailed instructions for
completing this field, refer to the URRT instructions.

Please note that if abortion services are included in the benefits package of the EHB
benchmark plan, the portion of the premium related to these services is to be handled
using two different methods in accordance with the criteria described below:

o If the plan is a QHP offered in the FFM or SBM, the percentage of the premium
associated with abortion services should not be included in the EHB percentage (even
though these services may be in the EHB benchmark package). The EHB percentage
will be used in the calculation of subsidy amounts. Because subsidy payments may not
be provided for costs associated with abortion services, they must be excluded from
the EHB proportion.

« If the plan is not a QHP offered in the FFM or SBM, but rather is only offered in the
outside market, the percentage of the premium associated with abortion services
should be included in the EHB percentage.

If abortion services are not included in the EHB benchmark package, any covered

abortion services should be reflected in either the state-mandated benefits portion or

the other benefits portion regardless of whether the plan is sold inside or outside of
the Marketplace.

(EMS Version 1 73 2018 QHP Application Instructions



4.4 Stand-Alone Dental Only
The fields in this section apply to SADPs only (Figure D-5).
Figure 2D-5. SADPs Only Fields

F Stand Alone Dental Only S
\

EHE Apportionment Guaranteed vz,
for Pediatric Dental Eztimated Rate

Stand-Alone Dental Only| Steps

EHB Apportionment for |Enter the percentage of the monthly premium that is allocated for the pediatric dental
Pediatric Dental * EHB. If the rates are age banded, use the EHB percent that applies to the pediatric
rates. If the rates are family tiered, use the EHB percent of the individual rate
assuming a child enrollment. This percentage is used to determine the amount of the
advance payment of the premium tax credit required under 45 CFR 155.340(€e)(2).
Issuers must also submit the “Stand-Alone Dental Plans—Description of EHB
Allocation” form as a supporting document.

Guaranteed vs. This indicates whether the rate for this SADP is a guaranteed rate or an estimated
Estimated Rate * rate. CMS calculates the rates a consumer sees using the Rates Table and the
Business Rules Template. By indicating the rate is a “Guaranteed Rate,” the issuer
commits to charging the premium shown to the consumer on the website, which has
been calculated by taking into account consumers’ geographic location, age, and
other permissible rating factors provided for in the Rates Table and Business Rules
Templates. Estimated rates require enrollees to contact the issuer to determine a
final rate. Signifying a guaranteed rate means that the issuer agrees to charge only
the rate reported. Please note that FF-SHOP and SP-SHOP SADPs offered on the
Marketplace does not accommodate estimated rates, and they must have
guaranteed rates in order to be offered on the Marketplace.

Select whether this plan offers guaranteed or estimated rates:
¢ Guaranteed Rate—if the plan offers a guaranteed rate.
+ Estimated Rate—if the plan offers an estimated rate.

4.5 Plan Dates

This section contains fields for the effective date and expiration date for each plan. The FFM and FF-SHOP
rating engine uses the effective dates in the Rates Table Template, not the Plans & Benefits Template (Figure
2D-6).

Figure 2D-6. Plan Dates

Plan Dates
Plan Effective Plan
Date* Expiration
Date
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Plan Dates | Steps

Plan Effective Date * This should be the effective date for the upcoming 2018 plan year—even for existing
plans offered on-Marketplace in 2017. Enter the effective date of the plan using the
mm/dd/yyyy format. This must be January 1, 2018, for all plans that will be offered
through the FFM and FF-SHOP.

Plan Expiration Date * | Enter the date that a plan closes and no longer accepts new enrollments using the
mm/dd/yyyy format (it must be December 31, 2018, for the individual market). In the
context of FF-SHOP, the plan is effective for a 12-month plan year. The plan
expiration date is 12 months after the original employer coverage effective date.

4.6 Geographic Coverage

This section contains fields detailing coverage offered in other geographic locations. Issuers should only select
Yes for these data elements if the plan offers the entire package of benefits for the geographic unit. Issuers
should not select Yes if the plan covers only emergency services for the geographic unit (Figure 2D-7).

Figure 2D-7. Geographic Coverage Fields

< Geographic Coverage >
Qut of
Out of Country 0“::2::’“ MY outof Service Area  Service Area National
Coverage* rage Coverage* Coverage Hetwork*
Description .
Description
Geographic Coverage | Steps
Out of Country Indicate whether care obtained outside the country is covered under the plan.
Coverage * Choose from the following options:

¢ Yes—if the plan covers care obtained out of the country.
+ No—if the plan does not cover care obtained out of the country.

Out of Country (Required if “Yes” is selected for Out of Country Coverage). Enter a short description
Coverage Description* | of the care obtained outside the country that the plan covers.

Out of Service Area Indicate whether care obtained outside the service area is covered under the plan.
Coverage * Choose from the following options:

¢ Yes—if the plan covers care obtained outside the plan service area.
+ No—if the plan does not cover care obtained outside the plan service area.

Out of Service Area (Required if “Yes” is entered for Out of Service Area Coverage). Enter a short

Coverage Description * | description of the care obtained outside the service area that is covered under the
plan.

National Network *# Indicate whether a national network is available. Choose from the following:

¢ Yes—if a national network is available.
+ No—if a national network is not available.
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4.7 URLs
This section contains a field pertaining to URL information on plans (Figure 2D-8).

Figure 2D-8. URL Fields

<f Flan Level URLs S

URL for Enrollment
Payment

URL for Enrollment Enter the website location for enrollment payment information. Only submit a URL if it

Payment * is a working payment site capable of collecting a consumer’s first-month premium
and it complies with the latest payment redirect business service description. URLs
must start with “http://” or “https://” to work properly for the consumer. This is optional
for SADPs.

4.8 Benefit Information

After completing the sections of the template discussed above, issuers will complete the Benefit Information
section of the template to indicate the scope of benefits covered in their plans (Figure 2D-9).

Figure 2D-9. Benefits Information Template

Benefit Information

. Quantitative
Benefits EHB Is this Benefit = | iton  Limit Quantity
Covered? )
Service

Primary Care Visit to Treat an Injury or lliness
Specialist Visit
Other Practitioner Office Visit (Nurse, Physician Assistant)
Qutpatient Facility Fee (e.g., Ambulatory Surgery Center)
Qutpatient Surgery Physician/Surgical Services
Hospice Services
Routine Dental Services (Adult)
Infertility Treatment
Long-Term/Custodial Nursing Home Care

Private-Duty Nursing

Click the Refresh EHB Data button on the menu bar under the Plans & Benefits ribbon. If this benefits
package has multi-state plans using an alternate benchmark, click Yes to the pop-up. Otherwise, click No. The
Plans & Benefits Add-In file has been updated to accurately reflect the current EHB benchmark data. Scroll
down the worksheet to the Benefit Information section. The following fields may auto-populate, depending on
the state, market type, and EHB benchmark:

EHB

Is this Benefit Covered?
Quantitative Limit on Service
Limit Quantity

Limit Unit

Exclusions

Benefit Explanation

* 6 ¢ o 0 o
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To add a benefit not listed on the template, click the Add Benefit button on the menu bar under the Plans &
Benefits ribbon.

¢ Look through the drop-down menu to see whether the benefit already exists as an option, and select it if it
does. If the benefit is not on this menu, click the Custom button and type in the benefit name. The benefit
name may not be identical to any other benefit's name.

+ Arow for this benefit then appears below the last row in the Benefit Information section.
« If a benefit is mistakenly added, it cannot be deleted, but an issuer may do one of the following:
=  Select Not Covered under the Is this Benefit Covered? column (described below).

= Click the Refresh EHB Data button on the menu bar under the Plans & Benefits ribbon. This
deletes the added benefit, but the issuer also loses any other data entered in the Benefit
Information, General Information, or Out of Pocket Exceptions sections.

« If the benefit added is not found in the state’'s benchmark, and the issuer is not substituting for an EHB
found in the state’s benchmark, select Not EHB as the EHB Variance Reason.

+ If the benefit added is not found in the state’s benchmark, but the issuer is substituting for an EHB found
in the state’s benchmark, select Additional EHB Benefit as the EHB Variance Reason.

+ If the benefit added is a state-required benefit enacted after December 2011, select Not EHB as the EHB
Variance Reason.

¢ For more information on how to select the correct EHB Variance Reason, see Section 5.6.

¢ A benefits package should not have multiple benefits with identical names. In the event of multiple cost
sharing schemas for a given benefit based on multiple limits, choose the cost sharing type that applies to
the limits in Limit Quantity and Limit Unit for each of the network types.

4.9 General Information

This section contains fields that give more information on each benefit in the benefits package, such as whether
it is covered, whether it has any limits, and any applicable exclusions or benefit explanations (Figure 2D-10).

Figure 2D-10. General Information Fields

23 ————

59 Benefit Information General Information o
" Quantitative
Benefits g |FEEEEEE e T Gy Limit Unit Exclusions penchs EHB Variance Reasol >
Covered? N Explanation /
60 Service
61 Primary Care Visit to Treat an Injury or lliness
Specialist Visit

Other Practitioner Office Visit (Nurse, Physician Assistant)
&= Outpatient Facility Fee (e.g., Ambulatory Surgery Center)

‘Qutpatient Surgery Physician/Surgical Services

General Information | Steps
EHB* This field is auto-populated for all benefits listed in the template that are covered by
the state EHB benchmark plan for the market coverage. Issuers cannot edit this
field.

Note: Issuers should carefully review the benefits covered by their applicable EHB
benchmark plan as identified on CMS’s “Information on Essential Health Benefits
(EHB) Benchmark Plans” webpage at https://www.cms.gov/CCIlIO/Resources/Data-
Resources/ehb.html. On the basis of their review of the applicable EHB benchmark
plan documents, issuers may need to update the Benefits Package worksheet with
any changes required to accurately reflect their coverage of EHB benchmark
benefits. See the EHB Variance Reason field instructions below for more
information on updating the Benefit Package worksheet.
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General Information | Steps

Is this Benefit Covered?* | This field is auto-populated with Covered for benefits identified in the template as
EHB. If the Is this Benefit Covered? data element is changed to Not Covered, the
issuer must substitute another benefit in its place and provide the EHB-Substituted
Benefit (Actuarial Equivalent) Supporting Documentation and Justification
document to support the actuarial equivalence of the substitution (see the EHB
Variance Reason data field and Supporting Document section). If a benefit is
marked as Not Covered, it does not appear on the Cost Share Variances
worksheet and the remaining fields for this benefit may be left blank. Choose from
the following options:
¢ Covered—if this benefit is covered by the plan. A benefit is considered covered if the
issuer covers the cost of the benefit listed in a policy either through first-dollar
coverage or in combination with a cost sharing mechanism (e.g., copays,
coinsurance, or deductibles).
¢ Not Covered—if this benefit is not covered by the plan. A benefit is considered not
covered if the subscriber is required to pay the full cost of the services with no effect
on deductible and MOOP limits.

Quantitative Limit on (Required if Covered is entered for Is this Benefit Covered?). This field is auto-
Service? * populated for benefits identified in the template as EHBs. If this data element is
changed, an EHB variance reason must be provided and associated supporting
documents. For any benefits not identified as EHBs, choose from the following
options:

¢ Yes—if this benefit has quantitative limits.

+ No—if this benefit does not have quantitative limits.

Note: Pursuant to 45 CFR 156.115(a)(5)(iii), for plan years beginning on or after
January 1, 2017, issuers may not impose combined limits on habilitative and
rehabilitative services and devices. Therefore, when completing the Benefit
Information and General Information sections of the Plans & Benefits Template
Benefit Package worksheet, issuers must provide a separate limit for those
benefits.

Limit Quantity *# (Required if Yes is entered for Quantitative Limit on Service?). This field is auto-
populated for benefits in the template identified as EHBs. If the issuer changes this
data element, it must provide an EHB Variance Reason. For any benefits not
identified as EHBs, enter a numerical value showing the quantitative limits placed
on this benefit (e.g., a limit of two specialist visits per year, enter “2” here).

Limit Unit *# (Required if Yes is entered for Quantitative Limit on Service?). This field is auto-
populated for benefits in the template identified as EHBs. If data are changed for
this element, select the EHB Variance Reason of Substantially Equal. For any
benefits not identified as EHBs, using the drop-down menus, enter the units being
restricted per interval to show the quantitative limits that are placed on this benefit
(e.g., if the plans have a limit of two specialist visits per year, enter Visits per year
here). Choose from the following options:

& Hours per week

& Hours per month

¢ Hours per year
¢ Days per week
¢ Days per month
¢ Days per year
¢ Months per year
+ Visits per week
+ Visits per month
« Visits per year
o Lifetime visits
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& Treatments per week
+ Treatments per month
+ Lifetime treatments
« Lifetime admissions
& Procedures per week
¢ Procedures per month
+ Procedures per year
« Lifetime procedures
« Dollar per year
« Dollar per visit
¢ Days per admission
& Procedures per episode.
If a benefit has limit units that do not align with the list above, the limit does not
auto-populate in the Limit Unit field but does auto-populate in the Benefit
Explanation field (e.g., a limit of one hearing aid per ear every 48 months for
subscribers up to age 18).
If a benefit has quantitative limits that span several types of services, they do not
auto-populate. See the EHB benchmarks on the CCIIO website
(http://www.cciio.cms.gov/resources/data/ehb.html). The message “Quantitative
limit units apply, see EHB benchmark” appears in the Benefit Explanation field
(e.g., Outpatient Rehabilitation Services—30 combined visits for physical therapy,
speech therapy, and occupational therapy for rehabilitative services).
If a benefit has multiple limit units, they do not auto-populate. Put the limit quantity
and limit unit that should be displayed on the Plan Compare function of the FFM
website in these columns, and put all other quantitative limits in the Benefit
Explanation field (e.g., Outpatient Rehabilitative Services—90 days per year in the
Limit Quantity and Limit Unit columns; two treatments per year in the benefit
explanation).
The message “Quantitative limit units apply, see EHB benchmark” may appear in
the Benefit Explanation field for a benefit that does not have quantitative limits in
the “Benefits and Limits” section of the EHB benchmark on the CCIIO website
(http://www.cciio.cms.gov/resources/data/ehb.html). This message appears
because certain benefits, identified in the Other Benefits section of the EHB
benchmark Benefit Template, may have quantitative limits, which may not apply to
all services in the higher-level benefit category.

Exclusions *# Enter any benefit-level exclusions.

o If particular services or diagnoses are subject to exclusions (covered under some
circumstances but not others), list those specific exclusions.

« If no services or diagnoses are excluded, leave this field blank.

Benefit Explanation *# Enter any benefit explanations.

o Examples of benefit explanations include additional quantitative limits, links to
additional plan documents, child-specific MOOP or deductible limits, detailed
descriptions of services provided, and alternate cost-sharing structures if they
depend on provider type or place of service.

EHB Variance Reason * [(Required if the issuer changed the fields Is this Benefit Covered?, Limit Units, or
Limit Quantity or if the benchmark has an unallowable limit or exclusion under the
ACA). Select from the following EHB Variance Reasons if this benefit differs from
the state’s benchmark:

¢ Not EHB—if this benefit is not an EHB.
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General Information | Steps

= If the issuer has added a new benefit and it is not found in the state’s
benchmark, the EHB field will be blank and the issuer should set the EHB
Variance Reason to Not EHB. This benefit is not considered an EHB.

= If a benefit auto-populated as Yes in the EHB column, but the issuer has
received guidance from CMS or the state indicating that it should not be
considered an EHB, set the EHB Variance Reason to Not EHB. This
benefit is not considered an EHB.

+ Substituted—if a benefit is included in the state’s benchmark, the EHB field auto-
populates as Yes. If substituting a different benefit for an EHB, set the EHB Variance
Reason field to Substituted and the Is this Benefit Covered? field to Not Covered.
The benefit that takes its place must be designated as Additional EHB Benefit, and
the issuer must provide the “EHB-Substituted Benefit (Actuarial Equivalent)
Supporting Documentation and Justification” document to support the actuarial
equivalence of the substitution.

¢ Substantially Equal—if the Limit Quantity for a benefit differs from the limit quantity
in the EHB benchmark, but is still substantially equal to the EHB benchmark, select
Substantially Equal as the Variance Reason. Also, if the Limit Unit for a benefit
differs from the limit unit in the EHB benchmark, but is still substantially equal to the
EHB benchmark, select Substantially Equal as the Variance Reason. For example,
if the benchmark lists a limit of 40 hours per month, and the plan defines a day as 8
hours and lists a limit of 5 days per month, the issuer should use that variance
reason.

¢ Using Alternate Benchmark—multi-state plans use an alternate benchmark.
Issuers should select this EHB variance reason for any benefit that has Yes for EHB
but is not an EHB in the alternate benchmark.

¢ Other Law/Regulation—if a benefit is required by a state or federal law or regulation
that was enacted on or before December 31, 2011, and the benefit is not
represented in the state’s EHB benchmark plan. (State-required benefits that were
enacted after December 31, 2011, are not EHBs, and for those the issuer should use
Not EHB as the variance reason instead.) For example, a benefit may not appear as
an EHB because the benchmark plan is a small group plan and coverage is only
state-required in the individual market. When an issuer is filling out the template for
an individual market plan, coverage of the benefit must be changed from blank to
Covered using the EHB variance reason “Other Law/Regulation.”

¢ Additional EHB Benefit—if a benefit is covered by an EHB benchmark but is not
included in the auto-populated list by state. For example, non-preferred brand drug
benefits may appear as not being covered in the auto-populated table when they
actually are. In this case, change the benefit to Covered, and choose Additional
EHB Benefit as the EHB variance reason. This benefit is considered an EHB, and
cost sharing values for the plan variations should be entered accordingly.

¢ Dental Only Plan Available—if a dental benefit auto-populates as Covered, but the
issuer is not covering a benefit because it is a dental EHB covered by a separate
dental only plan, set the EHB Variance Reason to Dental Only Plan Available. For
example, an issuer may offer SADPs to cover pediatric dental benefits, so they will
not need to cover pediatric dental as part of the medical plans. The issuer would
select Not Covered and select Dental Only Plan Available as the EHB variance
reason for benefits, such as Dental Check-Up for Children, Basic Dental Care—
Child, Orthodontia—Child, and Major Dental Care—Child if the benefits are
designated as a Covered EHB. (This option is not applicable to SADPs)

Note: Because EHB benchmark plan benefits are based on plans that were sold in
2012 or 2014, some of the benchmark plan designs may not comply with current
federal requirements. Therefore, when designing plans that are substantially equal
to the EHB benchmark plan, issuers may need to conform plan benefits, including
coverage and limitations, to comply with these requirements and limitations.
Therefore, issuers should carefully review the information available on the CMS
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“Information on Essential Health Benefits (EHB) Benchmark Plans” webpage
(https://www.cms.gov/CCIlIO/Resources/Data-Resources/ehb.html).

If more than one EHB variance reason applies, select the option related to EHB
designation instead of the one related to limits. For example, if an issuer adds a
new benefit that is an EHB and also changes its limits, the EHB variance reason
that should be selected is “Additional EHB Benefit” instead of “Substantially Equal.”
It is important that the issuer enter the correct EHB Variance Reason because it
has implications for nondiscrimination and EHB reviews as well as cost sharing
requirements for EHBs and non-EHBs related to cost sharing reduction plan
variations.

4.10 Out-of-Pocket Exceptions

This section is for indicating whether each benefit is excluded from the MOOP. All plans in a benefits package
must have the same MOOP structure and exclude the same benefits from the MOOP. To create plans with a

different MOOP structure, issuers must create a new benefits package and then a new Cost Share Variances
worksheet (Figure 2D-11).

Figure 2D-11. Out of Pocket Exceptions

Out of Pocket Exceptio
cluded from

Excluded from In
Qut of Hetwork
Network MOOP MOOP
Out-of-Pocket
Exceptions Steps
Excluded from In- Indicate whether this benefit is excluded from the in-network MOOP. Only benefits
Network MOOP * not part of the state EHB benchmark can be excluded from the in-network MOOP.

Choose from the following options:
& Yes—if this benefit is excluded from the in-network MOOP.
¢ No—if this benefit is not excluded from the in-network MOOP.

Excluded from Out-of- |Indicate whether this benefit is excluded from the out-of-network MOOP. Choose
Network MOOP * from the following options:

¢ Yes—if this benefit is excluded from the out-of-network MOOP.

¢ No—if this benefit is not excluded from the out-of-network MOOP.

« If the plans only have a combined (no separate in-network) MOOP, set Excluded from In Network MOOP equal to
Excluded from Out of Network MOOP.

+ If Is this Benefit Covered? for a benefit is Not Covered, or blank, leave Excluded from In Network MOOP and
Excluded from Out of Network MOOP blank.

« If the plans do not have an out-of-network MOOP, set Excluded from Out of Network MOOP equal to Yes.

After the above benefit-related information is entered in the Benefits Package worksheet, click the Create Cost
Share Variances button on the menu bar under the Plans & Benefits ribbon (Figure 2D-12). The Cost Share
Variances worksheet is designed to collect more detailed cost sharing benefit design information for all plans in
the corresponding benefits package and their associated CSR plan variations.
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Figure 2D-12. Create Cost Share Variances Button

File Home Insert Page Layout Formulas Data Review View Developer Plans and Benefits v7.1
@ New Plans and Benefits Template |53 Update Cost Share Variances =~ CJ Add Benefit o Validate = » Import Service Areas IDs
o Create N nefits Package =% Add Plan # Finalize a & Import Network IDs

=@ Create Cost Share Variances “% Refresh EHB Data [ Check AV Calc

& Import Formulary IDs
Create Benefits Package Validation import

Click OK after reading the warnings (Figure 2D-13), and make any necessary changes.

Figure 2D-13. Warning Pop-Up Boxes

| — a
Create Cost Share Variances M

You are now creating all the variations for your standard plans.
FOR BEST RESULTS:

Did you select the Coverage Level for every plan?
Did you select QHP/MNon-QHP for every plan?

Did you select all covered benefits? (Only covered benefits will appear on the
variation sheet)

——

Reminder

Reminder: Although this template does not reflect the cost-sharing
reductions required for individuals assigned to the limited cost sharing
plan variation, QHP issuers are required to ensure that the limited cost
sharing plan variation has no cost sharing on any item or service that is an
EHB furnished directly by the Indian Health Service, an Indian Tribe, Tribal
Organization, or Urban Indian Organization, or through referral under
contract health services, pursuant to 45 CFR 156.420(b)(2).

The following questions pop up regarding deductible sub-groups (Figure 2D-14). Deductible sub-groups should
be used to identify benefits or groupings of benefits that have their own deductibles. These deductible sub-
groups are not separate deductibles outside any maximums allowed, and they still contribute to the overall
MOOP and deductible limits. Issuers are not required to have any deductible sub-groups.

Figure 2D-14. Deductible Sub-Groups
I ¥
Deductible Sub-Groups l—'e'&"']

Do you have deductible sub-groups?

ve || N
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1. Do you have any deductible sub-groups?
a. Yes—if the plan contains deductible sub-groups.
b. No—if the plan does not contain deductible sub-groups.
2. How many deductible sub-groups do you have? Enter the correct number, and click OK.

3. What is the name of this deductible sub-group? Enter the name of each sub-group, and click OK after
each. You must use a different name for each sub-group.

A new worksheet, Cost Share Variances, is created for each Benefits Package worksheet (Figure 2D-15).
Corresponding worksheets are labeled with the same number. For example, enter information on Cost Share
Variances 2 for plans created on Benefits Package 2. The worksheet contains several auto-populated cells;
verify that the information in each is accurate.

Figure 2D-15. Cost Share Variances Worksheet

FILE HOME INSERT PAGE LAYOUT FORMULAS DATA REVIEW VIEW DEVELOPER ACROBAT Plans and Benefits v6.1
ENEW Plans and Benefits Template | Update Cost Share Variances | Gd Add Benefit o Validate 2 & Import Service Areas IDs
| i Create New Benefits Package = Add Plan # Finalize 2 & Import Network [Ds
|z} Create Cost Share Vaniances “Z; Refresh EHB Data | 5 Check AV Calc | , x Import Formulary IDs
Create Benefits Package Validation Import
B26 - J
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1
L= _ i
<2; Pian Cost Sharing Attributes
HIOS Plan ID* " Tedical & Drug i
5 - Level of Issuer AV Calculator Medical & Drug = Multiple In = .
(Standard  Plan Vaniant Marketing oo o CSR Variation Type™ Actuarial Output Deductibles  "eximum Outof . vork Sy - A

Component + Name* (Metal Level) Value e Integrated2* Pocket Tiers? Utilization Utilization

7 Variant) egrated? Integrated?* :

For details on updating the Cost Share Variances worksheet after it has been created and incorporating
changes made to the Benefits Package worksheet, see Section 5.4.

4.11 Plan Cost-Sharing Attributes

This section has fields with basic information on each plan and cost sharing reduction plan variation, such as its
Plan ID, marketing name, and metal level. It also asks questions about the medical and drug integration for
deductibles and MOOP to determine the appropriate columns to fill out later in the template.

Note: The Cost Share Variances worksheet is designed to collect more detailed cost sharing benefit design

information for all plans and plan variations submitted by the issuer. However, cost-sharing reductions do not
apply to SADPs.
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Plan Cost Sharing Attributes | Steps

HIOS Plan ID * The HIOS-generated number auto-populates for each cost sharing plan variation.

+ Standard plans to be offered on the Marketplace have a Plan ID variant suffix of “-
01,” and standard plans to be offered outside the Marketplace have a Plan ID
variant suffix of “-00.”

« For the individual market, each standard plan (except for catastrophic) has two
cost sharing reduction plan variations for American Indians and Alaska Natives:
one with zero cost sharing and one with limited cost sharing. These are indicated
with a Plan ID variant suffix of “-02” and “-03,” respectively.
= In the zero cost sharing plan variation, consumers do not have to pay any

out-of-pocket costs on EHBs.

= Inthe limited cost sharing plan variation, consumers pay no out-of-pocket
costs only when they receive services from an Indian health care provider
or from another provider if they have a referral from an Indian health care
provider.

+ Also in the individual market, each silver plan has three additional cost sharing
reduction plan variations created: a 73 percent AV plan, an 87 percent AV plan,
and a 94 percent AV plan. These are indicated with a Plan ID variant suffix of “-04,”
“-05,” and “-06,” respectively.
= These silver plan variations offer a discount that lowers the amount

consumers have to pay out-of-pocket for deductibles, coinsurance, and
copayments, and there is also a lower MOOP. Consumers qualify for these
plans if their income is below a certain level.

Plan Variant Marketing The name of the plan auto-populates for all standard plans and plan variations
Name *# with the standard plan’s plan marketing name. The field can be edited on this
worksheet for each of the plan variations. The marketing name entered for each
plan variation on this worksheet will be the one that displays to consumers. The
field has a limit of 255 characters.

Level of Coverage ™* The coverage level for the plan auto-populates for standard plans.

CSR Variation Type » The plan variation type auto-populates. This defines the plan variation as a
standard on-Exchange plan, a standard off-Exchange plan, or one of the cost
sharing reduction plan variations explained in this section.

Issuer Actuarial Value * (Required if Yes is entered for Unique Plan Design). Enter the issuer-calculated
AV. This applies to health plans that indicate they are a unique plan for AV
purposes and SADP. SADP issuers must submit the “Stand-Alone Dental Plan
Actuarial Value” supporting documentation certifying that their actuarial value
was developed by a certified member of the American Academy of Actuaries
using generally accepted principles and methods.

AV Calculator Output Clicking the Check AV Calc button on the Plans & Benefits ribbon and
Number selecting the correct file populates this field with the AV for all plans on this
worksheet with a non-unique plan design. All cost sharing information and
benefits package information must be filled in before clicking this button. (For
more information, see Appendix 1.)

Medical & Drug Deductibles | Indicate whether the medical and drug deductible is integrated. An integrated

Integrated? " deductible means that both medical and drug charges contribute to a total

plan-level deductible. A separate deductible means medical and drug charges

contribute to separate plan-level deductibles. Choose from the following options:

+ Yes—if the medical and drug deductible is integrated. If Yes is entered, issuers
should not enter information in the following sections: Medical Deductible and Drug
Benefits Deductible.

¢ No—if the medical and drug deductible is not integrated. If No is entered, issuers
should not enter information in the following section: Combined Medical & Drug
Deductible.
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Medical & Drug Maximum | Indicate whether the medical and drug MOORP is integrated. An integrated MOOP
Out of Pocket Integrated?” | means that both medical and drug charges contribute to a total plan-level MOOP.
A separate MOOP means medical and drug charges contribute to separate plan-
level MOOP values. Choose from the following options:

+ Yes—if the medical and drug MOOP is integrated. If Yes is entered, issuers should
not enter information in the following sections: Maximum Out of Pocket for EHB
Benefits and Maximum Out of Pocket for Drug Benefits.

+ No—if the medical and drug deductible MOOP is not integrated. If No is entered,
issuers should not enter information in Maximum Out of Pocket for EHB and Drug
Benefits (Total).

Multiple In Network Tiers? |Indicate whether there are multiple in-network provider tiers, meaning that the

i plan applies to different levels of in-network cost sharing depending on the tier of

the provider or facility. The value must be the same for all variations of a plan.

Choose from the following options:

+ Yes—if there are multiple in-network provider tiers. Enter Tier 1 information into the
In Network and In Network (Tier 1) sections and Tier 2 information into the In
Network (Tier 2) sections.

+ No—if there are not multiple in-network provider tiers. Issuers will not be able to
enter information into the In Network (Tier 2) sections, which will be grayed out and
locked for editing.

1st Tier Utilization "* If the answer to Multiple In Network Tiers? is Yes, enter the 1st Tier Utilization as
a percentage here. The tier utilization is the proportion of claims cost anticipated
to be incurred in this tier. If the answer to Multiple In Network Tiers? is No, the
field auto-populates to “100%.” (All plan variations must have the same 1st tier
utilization as the standard plan.)

2nd Tier Utilization ~* If the answer to Multiple In Network Tiers? is Yes, enter the 2nd Tier Utilization
as a percentage here. This cell will be grayed out and locked for editing if the
answer to Multiple In-Network Tiers? is No. (All plan variations have the same
2nd tier utilization as the standard plan.)

4.12 Summary of Benefits and Coverage (SBC) Scenario

This section contains fields for basic information on three Summary of Benefits and Coverage (SBC) scenarios.
This section is not applicable to SADPs. Additional information containing SBC scenario coverage examples
and further resources for completing the scenarios can be found in the Summary of Benefits and Coverage and
Uniform Glossary section of the website at http://www.cms.gov/cciio/Resources/Forms-Reports-and-Other-
Resources/index.html. Any other concerns or technical assistance inquiries about these fields can be directed
to sbc@cms.hhs.gov. Fill out the following data fields for all three coverage examples (Having a Baby, Having
Diabetes, and Treatment of a Simple Fracture).

Plan Cost Sharing Attributes | Steps
Deductible # Enter the numerical value for the deductible.
Copayment # Enter the numerical value for the copayment.
Coinsurance # Enter the numerical value for the coinsurance.
Limit # Enter the numerical value for the benefit limits or exclusion amount.

4.13 Maximum Out-of-Pocket and Deductible

The next several sections explain how to enter the MOOP and deductible limits for each plan. Not all of the
sections should be filled out, depending on whether the medical and drug MOOP and deductibles are
integrated, as indicated through the entries in the fields Medical & Drug Deductibles Out of Pocket Integrated?
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and Medical & Drug Maximum Out of Pocket Integrated?. SADP issuers should skip to Sections 4.20 and 4.21
regarding MOOP for Dental EHB Benefits and Dental EHB Deductible. (For guidance filling out the MOOP and
Deductible sections of the template, and ensuring that all requirements are met, see Section 5.1.)

As of PY2016, the Family fields for In Network, In Network (Tier 2), and Out of Network MOOP and deductibles
will have additional options. When selecting these fields, a pop-up will appear allowing the issuer to enter a per-
group amount and a per-person amount. The per-group amount is the total MOOP or deductible limit when
accruing costs for all members in a family (i.e., any coverage other than self-only). The per-person amount is the
MOOP or deductible limit that applies separately to each person in a family. The Per Person and Per Group
fields will be displayed to consumers on Plan Compare when they are shopping for coverage with more than
one person in the enrollment group. The following requirements apply to this new field:

¢ The per-person amount for family coverage must be less than or equal to the individual MOOP limit for the
standard plan ($7,350) and for the specific cost sharing reduction plan variations. See Section 5.5 for
more details about the individual MOOP limits for the different CSR plan variations that apply to the per-
person amounts for family coverage.

¢ There must be a per-person amount and per-group amount entered for MOOP; the issuer may not enter
Not Applicable for all these cells in all Family fields. The only exception is if a given plan is available to
consumers only as self-only coverage.

4.14 Maximum Out-of-Pocket for Medical EHB Benefits
This section falls after the SBC Scenario section. Its layout is shown in Figure 2D-16.

Figure 2D-16. MOOP Fields
‘ < Maximum Out of Pocket for Medical EHB Benefits I ‘

In Network In Network (Tier 2) Out of Network ‘Combined In/Out Network

Individual Family Individual Family Individual Family Individual Family

This section is used for inputting MOOP values for medical EHB benefits and is required only if the medical and
drug MOOPs are not integrated (No is entered for Medical & Drug Maximum Out of Pocket Integrated?). If the
MOOPs are integrated (Yes is entered for Medical & Drug Maximum Out of Pocket Integrated?), this section
must be left blank; the fields will be grayed out and locked for editing. Using the drop-down menus, enter the
appropriate values for the Individual and Family MOOP for EHB benefits in the following areas of the template.

MOOP Medical EHB Benefits | Steps

In Network—Individual ** If MOOPs are not integrated, enter the dollar amount for Medical In Network
Individual Maximum Out of Pocket for EHB Benefits.

In Network—Family If MOOPs are not integrated, enter the per-person and per-group dollar amount
for Medical In Network Family Maximum Out of Pocket for EHB Benefits.

In Network (Tier 2)— If MOOPs are not integrated and the plan has multiple in-network tiers, enter the

Individual » dollar amount for Medical In Network (Tier 2) Individual Maximum Out of Pocket

for EHB Benefits. If there are not multiple in-network tiers, this field will be grayed
out and cannot be edited.

In Network (Tier 2)—Family |If the MOOPs are not integrated and the plan has multiple in-network tiers, enter
the per-person and per-group dollar amount for Medical In Network (Tier 2)
Family Maximum Out of Pocket for EHB Benefits. If there are not multiple in-
network tiers, this field will be grayed out and locked for editing.

Out of Network—Individual |If MOOPs are not integrated, enter the dollar amount for Medical Out of Network
Individual Maximum Out of Pocket for EHB Benefits.

Out of Network—Family If MOOPs are not integrated, enter the per-person and per-group dollar amount
for Medical Out of Network Family Maximum Out of Pocket for EHB Benefits.
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Steps

MOOP Medical EHB Benefits |

Combined In/Out
Network—Individual *#

If MOOPs are not integrated, enter the dollar amount for Medical Combined
In/Out of Network Individual Maximum Out of Pocket for EHB Benefits.

Combined In/Out
Network—Family #

If MOOPs are not integrated, enter the per-person and per-group dollar amount
for Medical Combined In/Out of Network Family Maximum Out of Pocket for EHB
Benefits.

4.15 Maximum Out-of-Pocket for Drug EHB Benefits

This section is used for inputting MOOP values for drug EHB benefits and is required only if the medical and
drug MOOPs are not integrated (No is entered for Medical & Drug Maximum Out of Pocket Integrated?). If the
MOOPs are integrated (Yes is entered for Medical & Drug Maximum Out of Pocket Integrated?), this section
must be left blank; the fields will be grayed out and locked for editing. Using the drop-down menus, enter the
appropriate values for the Individual and Family MOOP for drug EHB benefits in the following areas of the

template.

MOOP Drug EHB Benefits |
In Network—Individual

Steps

If MOOPs are not integrated, enter the dollar amount for In Network Individual
Maximum Out of Pocket for Drug EHB Benefits.

In Network—Family #

If MOOPs are not integrated, enter the per-person and per-group dollar amount
for In Network Family Maximum Out of Pocket for Drug EHB Benefits.

In Network (Tier 2)—
Individual »

If MOOPs are not integrated and the plan has multiple in-network tiers, enter the
dollar amount for In Network (Tier 2) Individual Maximum Out of Pocket for Drug
EHB Benefits. If there are not multiple in-network tiers, this field will be grayed
out and locked for editing. (If the issuer has multiple tiers only for medical EHB
benefits and not for drug EHB benefits, this value should be the same as the Tier
1 value in the In Network—Individual field.)

In Network (Tier 2)—Family

If the MOOPs are not integrated and the plan has multiple in-network tiers, enter
the per-person and per-group dollar amount for In Network (Tier 2) Family
Maximum Out of Pocket for Drug EHB Benefits. If there are not multiple in-
network tiers, this field will be grayed out and locked for editing. (If the issuer has
multiple tiers only for medical EHB benefits and not for drug EHB benefits, this
value should be the same as the Tier 1 value in the In Network—Family field.)

Out of Network—Individual

If MOOPs are not integrated, enter the dollar amount for Out of Network
Individual Maximum Out of Pocket for Drug EHB Benefits.

Out of Network—Family

If MOOPs are not integrated, enter the per-person and per-group dollar amount
for Out of Network Family Maximum Out of Pocket for Drug EHB Benefits.

Combined In/Out
Network—Individual

If MOOPs are not integrated, enter the Combined In/Out of Network Individual
Maximum Out of Pocket for Drug EHB Benefits.

Combined In/Out
Network—Family #

If MOOPs are not integrated, enter the per-person and per-group dollar amount
for Combined In/Out of Network Family Maximum Out of Pocket for Drug EHB
Benefits.

4.16 Maximum Out-of-Pocket for Medical and Drug EHB Benefits (Total)

This section is used for inputting MOOP values for medical and drug EHB benefits, and is required only if the
medical and drug MOOPs are integrated (Yes is entered for Medical & Drug Maximum Out of Pocket
Integrated?). If the MOOPs are not integrated (No is entered for Medical & Drug Maximum Out of Pocket
Integrated?), this section must be left blank; the fields will be grayed out and locked for editing. Using the
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drop-down menus, enter the appropriate values for the Individual and Family MOOP for medical and drug EHB
benefits in the following areas on the template.

MOOP Medical & Drug EHB Benefits | Steps

In Network—Individual *#

If MOOPs are integrated, enter the dollar amount for the Total In Network
Individual Maximum Out of Pocket.

In Network—Family #

If MOOPs are integrated, enter the per-person and per-group dollar
amount for the Total In Network Family Maximum Out of Pocket.

In Network (Tier 2)—Individual »

If MOOPs are integrated and the plan has multiple in-network tiers, enter
the dollar amount for the Total In Network (Tier 2) Individual Maximum
Out of Pocket. If there are not multiple in-network tiers, this field will be
grayed out and locked for editing.

In Network (Tier 2)—Family

If the MOOPs are integrated and the plan has multiple in-network tiers,
enter the per-person and per-group dollar amount for the Total In
Network (Tier 2) Family Maximum Out of Pocket. If there are not multiple
in-network tiers, this field will be grayed out and locked for editing.

Out of Network—Individual

If MOOPs are integrated, enter the dollar amount for the Total Out of
Network Individual Maximum Out of Pocket.

Out of Network—Family

If MOOPs are integrated, enter the per-person and per-group dollar
amount for the Total Out of Network Family Maximum Out of Pocket.

Combined In/Out Network—
Individual **

If MOOPs are integrated, enter the dollar amount for the Total Combined
In/Out of Network Individual Maximum Out of Pocket.

Combined In/Out Network—
Family #

If MOOPs are integrated, enter the per-person and per-group dollar
amount for the Total Combined In/Out of Network Family Maximum Out
of Pocket.

4.17 Medical EHB Deductible

This section is used for inputting deductible values for medical EHB benefits and is required only if the medical
and drug deductibles are not integrated (No is entered for Medical & Drug Deductibles Integrated?). If the
deductibles are integrated (Yes is entered for Medical & Drug Deductibles Integrated?), this section must be left
blank; the fields will be grayed out and locked for editing. Using the drop-down menus, enter the appropriate
values for the Individual and Family deductible for EHB benefits in the following areas on the template.

Medical EHB Deductible
In Network—Individual

Steps

If deductibles are not integrated, enter the dollar amount for In Network
Individual Medical EHB Deductible.

In Network—Family #

If deductibles are not integrated, enter the per-person and per-group dollar
amount for In Network Family Medical EHB Deductible.

In Network—Default
Coinsurance »

If deductibles are not integrated, enter the numerical value for the in-network
coinsurance. Note: If deductibles are not integrated, this is a required field for
the AV calculation for those plans using the AVC.

In Network (Tier 2)—
Individual »

If deductibles are not integrated and the plan has multiple in-network tiers,
enter the dollar amount for In Network (Tier 2) Individual Medical EHB
Deductible. If there are not multiple in-network tiers, this field will be grayed out
and locked for editing.

In Network (Tier 2)—Family

If deductibles are not integrated and the plan has multiple in-network tiers,
enter the per-person and per-group dollar amount for In Network (Tier 2)
Family Medical EHB Deductible. If there are not multiple in-network tiers, this
field will be grayed out and locked for editing.
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Medical EHB Deductible

In Network (Tier 2)—Default
Coinsurance

| Steps

If deductibles are not integrated, enter the numerical value for the in-network
coinsurance. If there are not multiple in-network tiers, this field will be grayed
out and locked for editing.

Out of Network—Individual

If deductibles are not integrated, enter the dollar amount for Out of Network
Individual Medical Deductible.

Out of Network—Family

If deductibles are not integrated, enter the per-person and per-group dollar
amount for Out of Network Family Medical EHB Deductible.

Combined In/Out Network—
Individual **

If deductibles are not integrated, enter the dollar amount for Combined In/Out
of Network Individual Medical EHB Deductible.

Combined In/Out Network—
Family #

If deductibles are not integrated, enter the per-person and per-group dollar
amount for Combined In/Out of Network Family Medical EHB Deductible.

4.18 Drug EHB Deductible

This section is used for inputting deductible values for drug EHB benefits and is required only if the medical and
drug deductibles are not integrated (No is entered for Medical & Drug Deductibles Integrated?). If the
deductibles are integrated (Yes is entered for Medical & Drug Deductibles Integrated?), this section must be left
blank; the fields will be grayed out and locked for editing. Using the drop-down menus, enter the appropriate
values for the Individual and Family deductible for drug EHB benefits in the following areas on the template.

Drug EHB Deductible |
In Network—Individual

Steps

If deductibles are not integrated, enter the dollar amount for In Network Individual
Drug EHB Deductible.

In Network—Family #

If deductibles are not integrated, enter the per-person and per-group dollar
amount for In Network Family Drug EHB Deductible.

In Network—Default
Coinsurance »

If deductibles are not integrated, enter the numerical value for the in-network
coinsurance.

In Network (Tier 2)—
Individual »

If deductibles are not integrated and the plan has multiple in-network tiers, enter
the dollar amount for In Network (Tier 2) Individual Drug EHB Deductible. If there
are not multiple in-network tiers, this field will be grayed out and locked for
editing. (If the issuer has multiple tiers only for medical EHB benefits and not for
drug EHB benefits, this value should be the same as the Tier 1 value in the In
Network—Individual field.)

In Network (Tier 2)—Family

If deductibles are not integrated and the plan has multiple in-network tiers, enter
the per-person and per-group dollar amount for In Network (Tier 2) Family Drug
EHB Deductible. If there are not multiple in-network tiers, this field will be grayed
out and locked for editing. (If the issuer has multiple tiers only for medical EHB
benefits and not for drug EHB benefits, this value should be the same as the Tier
1 value in the In Network—Family field.)

In Network (Tier 2)—
Default Coinsurance

If deductibles are not integrated, enter the numerical value for the in-network
coinsurance. If there are not multiple in-network tiers, this field will be grayed out
and locked for editing. (If the issuer has multiple tiers only for medical EHB
benefits and not for drug EHB benefits, this value should be the same as the Tier
1 value in the In Network—Default Coinsurance field.)

Out of Network—Individual

If deductibles are not integrated, enter the dollar amount for Out of Network
Individual Drug EHB Deductible.

Out of Network—Family

If deductibles are not integrated, enter the per-person and per-group dollar
amount for Out of Network Family Drug EHB Deductible.
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Drug EHB Deductible | Steps

Combined In/Out
Network—Individual *#

Combined In/Out
Network—Family #

If deductibles are not integrated, enter the dollar amount for Combined In/Out of
Network Individual Drug EHB Deductible.

If deductibles are not integrated, enter the per-person and per-group dollar
amount for Combined In/Out of Network Family Drug EHB Deductible.

4.19 Combined Medical and Drug EHB Deductible

This section is used for inputting deductible values for medical and drug EHB benefits and is required only if the
medical and drug deductibles are integrated (Yes is entered for Medical & Drug Deductibles Integrated?). If the
deductibles are not integrated (No is entered for Medical & Drug Deductibles Integrated?), this section must be
left blank; the fields will be grayed out and locked for editing. Using the drop-down menus, enter the appropriate

values for the Individual and Family deductible for medical and drug EHB benefits in the following areas on the

template.

Medical & Drug EHB Deductible | Steps

In Network—Individual

If deductibles are integrated, enter the dollar amount for In Network Individual
Combined Medical and Drug EHB Deductible.

In Network—Family #

If deductibles are integrated, enter the per-person and per-group dollar
amount for In Network Family Combined Medical and Drug EHB Deductible.

In Network—Default
Coinsurance

If deductibles are integrated, enter the numerical value for the in-network
coinsurance. (If deductibles are integrated, this field is required for the AV
calculation for plans using the AVC.)

In Network (Tier 2)—
Individual »

If deductibles are integrated and the plan has multiple in-network tiers, enter
the dollar amount for In Network (Tier 2) Individual Combined Medical and
Drug EHB Deductible. If there are not multiple in-network tiers, this field will be
grayed out and locked for editing.

In Network (Tier 2)—Family

If deductibles are integrated and the plan has multiple in-network tiers, enter
the per-person and per-group dollar amount for In Network (Tier 2) Family
Combined Medical and Drug EHB Deductible. If there are not multiple in-
network tiers, this field will be grayed out and locked for editing.

In Network (Tier 2)—Default
Coinsurance "

If deductibles are integrated, enter the numerical value for the in-network
coinsurance. If there are not multiple in-network tiers, this field will be grayed
out and locked for editing.

Out of Network—Individual

If deductibles are integrated, enter the dollar amount for Out of Network
Individual Combined Medical and Drug EHB Deductible.

Out of Network—Family

If deductibles are integrated, enter the per-person and per-group dollar
amount for Out of Network Family Combined Medical and Drug EHB
Deductible.

Combined In/Out Network—
Individual

If deductibles are integrated, enter the dollar amount for Combined In/Out of
Network Individual Combined Medical and Drug EHB Deductible.

Combined In/Out Network—
Family #

If deductibles are integrated, enter the per-person and per-group dollar
amount for Combined In/Out of Network Family Combined Medical and Drug
EHB Deductible.

4.20 Maximum Out-of-Pocket for Dental EHB Benefits

This section is used for inputting MOOP values for dental EHBs. When entering the MOOP values, ensure that
the following limits are met: The MOOP values must be equal to or below the required limits of $350 for one
covered child (considered the “individual” limit) and $700 for two or more covered children (considered the
“family” limit). To include multiple children in child-only plans, use the “family” fields. (For SADPs, an individual is
considered one child and a family is considered two or more children.) Using the drop-down menus, enter the
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appropriate values for the Individual and Family MOOP for EHB dental benefits in the following areas of the

template.

MOOP Dental EHB Benefits | Steps

In Network—Individual *"*

Enter the dollar amount for Dental In Network Individual MOOP for EHB Benefits.

In Network—Family *#

Enter the per-person and per-group dollar amount for Dental In Network Family
MOOP for EHB Benefits.

In Network (Tier 2)—

Enter the dollar amount for Dental In Network (Tier 2) Individual Dental for EHB

Individual *» Benefits.

In Network (Tier 2)— Enter the per-person and per-group dollar amount for Dental In Network (Tier 2)
Family * Family MOOP for EHB Benefits.

Out of Network— Enter the dollar amount for Dental Out of Network Individual MOOP for EHB
Individual * Benefits.

Out of Network—Family *

Enter the per-person and per-group dollar amount for Dental Out of Network
Family MOOP for EHB Benefits.

Combined In/Out
Network—Individual *"*

Enter the dollar amount for Dental Combined In/Out of Network Individual MOOP
for EHB Benefits.

Combined In/Out
Network—Family *#

Enter the per-person and per-group dollar amount for Dental Combined In/Out of
Network Family MOOP for EHB Benefits.

4.21 Dental EHB Deductible

This section is used for inputting deductible values for dental EHB benefits. The deductible value may not be
higher than the MOOP value. Using the drop-down menus, enter the appropriate values for the Individual and
Family deductible for EHB benefits in the following areas on the template.

Dental EHB Deductible |
In Network—Individual *"*

Steps
Enter the dollar amount for Dental In Network Individual Deductible.

In Network—Family *#

Enter the per-person and per-group dollar amount for Dental In Network Family
Deductible.

In Network—Default
Coinsurance *"

Enter the numerical value for the in-network coinsurance.

In Network (Tier 2)—

Enter the dollar amount for Dental In Network (Tier 2) Individual Dental Deductible.

Individual *»

In Network (Tier 2)— Enter the per-person and per-group dollar amount for Dental In Network (Tier 2)
Family * Family Deductible.

Out of Network— Enter the dollar amount for Dental Out of Network Individual Deductible.
Individual *

Out of Network—Family *

Enter the per-person and per-group dollar amount for Dental Out of Network Family
Deductible.

Combined In/Out
Network—Individual *"*

Enter the dollar amount for Dental Combined In/Out of Network Individual
Deductible.

Combined In/Out
Network—Family *#

Enter the per-person and per-group dollar amount for Dental Combined In/Out of
Network Family Deductible.
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4.22 Other Deductible

Issuers should complete this section if they have deductible sub-groups; they can add an unlimited number of
deductible sub-groups and name them. Enter the appropriate values for the Individual and Family data elements
in the following areas on the template. (These values are not separate deductibles outside any maximums
allowed, and they still contribute to the MOOP and deductible limits.)

Other Deductible | Steps

In Network— If deductibles are not integrated, enter the dollar amount for In Network Individual

Individual * Other Deductible.

In Network—Family *# If deductibles are not integrated, enter the per-person and per-group dollar amount
for In Network Family Other Deductible.

In Network Tier 2— If deductibles are not integrated and the plan has multiple in-network tiers, enter

Individual * the dollar amount for In Network (Tier 2) Individual Other Deductible. If there are
not multiple in-network tiers, this field will be grayed out and locked for editing.

In Network Tier 2— If deductibles are not integrated and the plan has multiple in-network tiers, enter

Family * the per-person and per-group dollar amount for In Network (Tier 2) Family Other

Deductible. If there are not multiple in-network tiers, this field will be grayed out and
locked for editing.

Out of Network— If deductibles are not integrated, enter the dollar amount for Out of Network
Individual * Individual Other Deductible.

Out of Network—Family * | If deductibles are not integrated, enter the per-person and per-group dollar amount
for Out of Network Family Other Deductible.

Combined In/Out If deductibles are not integrated, enter the dollar amount for Combined In/Out of
Network—Individual * Network Individual Other Deductible.

Combined In/Out If deductibles are not integrated, enter the per-person and per-group dollar amount
Network—Family * for Combined In/Out of Network Family Other Deductible.
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4.23 Health Savings Account (HSA)/Health Reimbursement Account (HRA) Detalil

HSA/HRA Detail | Steps
HSA-Eligible Indicate whether the plan meets all requirements to be an HSA-eligible plan. Choose
from the following:
¢ Yes—if the plan meets all HSA requirements.
o No—if the plan does not meet all HSA requirements.

HSA/HRA Employer (Required for small group only; must be left blank for individual market). Indicate
Contribution » whether the employer contributes to an HSA/HRA. Choose from the following:

¢ Yes—if the plan has an HSA/HRA employer contribution.

+ No—if the plan does not have an HSA/HRA employer contribution.

HSA/HRA Employer (Required if Yes is entered for HSA/HRA Employer Contribution; must be left blank for
Contribution Amount ~ |individual market). Enter a numerical value representing the employer contribution
amount to HSA/HRA. The template does not permit an individual market plan to enter
an HSA/HRA contribution amount. As discussed at 78 Federal Register (FR) 12850,
Col. 3 (February 25, 2013), because the issuer uses the AVC to determine a plan’s
AV, the HSA employer contribution or the amount newly made available by the
employer under an integrated HRA that may be used only for cost sharing may be
considered part of the AV calculation when the contribution is available and known to
the issuer at the time the plan is purchased.

4.24 URLs

This section contains fields for URLs for applicable websites. URLs must start with “http://” or “https://” to work
properly for the consumer. To give consumers access to all relevant plan information needed to compare and
select plans, CMS asks that issuers ensure that their URLs link directly to up-to-date and accurate information
that is readily obtainable on their websites. Issuers should ensure that prospective enrollees can view the
relevant information without logging on to a website, clicking through several web pages, or creating user
accounts, memberships, or registrations.

Issuer URLs should link directly to each SBC and each plan brochure, respectively, for the standard plan or plan
variation in question. This will provide consumers with the best and most accurate shopping experience when
searching for available plans through FFMs. Linking directly to the SBCs and plan brochures will guarantee that
consumers will see the document that directly applies to the health plan that they are considering for purchase.

As part of the ongoing compliance monitoring, CMS may compare the benefits coverage and cost sharing
information inputted in the Plans & Benefits Template with the information issuers provide to consumers on the
plan’s SBC and plan brochure. Please take care to review the information submitted on this template, as well as
what coverage is represented on the plan’s SBC and the plan brochure to ensure that all of this information is
aligned with the actual terms of coverage before submission.

URLs | Steps

URL for Summary of Enter the URL that takes the consumer directly to the SBC content for the specific
Benefits & Coverage? |standard plan or plan variation. As defined in 45 CFR 155.205(b)(1)(ii), plans will not
be displayed to consumers if this field is not completed.

Plan Brochure # « Enter the URL that goes directly to the plan brochure for the specific standard plan or
plan variation. These documents should clearly communicate any cost sharing and
other information not displayed by Plan Compare that consumers need to understand
when shopping for insurance coverage. For example, if the plan has different cost
sharing for benefits depending on service location, further details on these cost sharing
differences should be communicated through the plan brochure.

¢ CMS expects that issuers submit SBC and plan brochure URLSs by the final deadline for
submission of QHP data so that the FFM can meet its responsibility to provide
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consumer’s access to the appropriate SBCs through its website (see 45 CFR 155.205).
CMS expects these links to be active and directly route the user to the appropriate
document by the time the issuer has signed its QHP agreements. Issuers are strongly
encouraged to submit these links and make them active earlier so that they can fully
test their data through Plan Preview.

4.25 AV Calculator Additional Benefit Design

This section contains optional fields, which may be filled out for use as inputs in the AVC.

URLSs

Maximum Coinsurance
for Specialty Drugs

| Steps

Indicate whether the per-script coinsurance amount for specialty drugs is capped at a
set amount. Enter the maximum coinsurance payments allowed for specialty
prescription drugs. If no maximum coinsurance exists, leave the field blank.

Maximum Number of
Days for Charging an
Inpatient Copay? *

Indicate whether there is a limit on the number of days that a patient can be charged
a copay for an inpatient stay if inpatient copays are charged per day. Enter the
maximum number of days allowed (1-10). If this option does not apply, leave the field
blank.

Begin Primary Care
Cost-Sharing After a
Set Number of Visits?

Indicate whether primary care cost sharing begins after a certain number of fully
covered visits. Enter the maximum number of fully covered visits (1-10). If this option
does not apply, leave the field blank.

Begin Primary Care
Deductible/Coinsurance
After a Set Number of
Copays?

Indicate whether primary care visits are subject to the deductible and/or coinsurance
after a certain number of primary care visits with copay have occurred. Enter the
maximum number of copay visits (1-10) that can occur before visits become subject
to the deductible and/or coinsurance. If this option does not apply, leave the field
blank.

4.26 Covered Benefits

This section contains fields for copay and coinsurance values for all covered benefits. The covered benefits
appear on the Cost Share Variances worksheet.

Fill in information for each of the benefits as follows:

If the issuer has plans that do not have out-of-network benefits for a given covered benefit, enter “Not

Applicable” for the out-of-network copay fields and “100%” for the out-of-network coinsurance fields.

, there is a drop-down option of “Not Applicable” for all cost sharing fields. This value

only a copay or a coinsurance for a benefit, enter “Not Applicable” for the other. For

example, if an issuer wishes to charge a $20 copay for a benefit, enter “$20” for the copay and “Not
Applicable” for the coinsurance. Please note that “No Charge” was used for this scenario in past years,
but “Not Applicable” is the correct option in the 2018 template.

If issuer has multiple in-network tiers, for any benefit category that does not have tiers, enter “Not

Applicable” for the In Network (Tier 2) copay and coinsurance. For example, if the issuer has only
multiple in-network tiers for its inpatient hospital covered benefits, it would enter Tier 2 cost sharing as

For other covered benefits without multiple in-network tiers, issuers should enter “Not

Applicable” for the In Network (Tier 2) copay and coinsurance.

1.
2. As of plan year 2016
should be used:
a. Ifissuer charges
b.
described below.
3.

For further instructions on how to coordinate the prescription drug data entered in the Plans & Benefits

Template and the Prescription Drug Template, see Section 5.8.
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4. For further instructions on how to fill out the copayment and coinsurance fields corresponding to the AVC,
please see Appendix 1.

5. There are many cost sharing requirements for the cost sharing reduction silver plan variations and the zero
and limited cost sharing plan variations (see Section 5.5).

6. If cost sharing varies on the basis of place of service or provider type, ensure that no benefit already
specifically applies to the place of service or provider type. If there is not one available, fill out the copay
and/or coinsurance most typical for most enrollees (such as the highest utilized); in the Benefit Explanation
field, add appropriate and brief detail to communicate the cost sharing in the scenarios other than the most
common one already entered into the worksheet. An issuer’s plan brochure (which the consumer can
access via the submitted URL) also should clearly communicate any cost sharing information that may vary
on the basis of place of service or provider type.

Figure 2D-17 shows an example of how the fields for each benefit are laid out.

Covered Benefits

Copay—In Network
(Tier 1) *™

Figure 2D-17. Benefit Information Fields

BV BW BX BY BZ A
Primary Care Visit to Treat an Injury or lliness
Copay Coinsurance
in Metwork in Metwork Out of in Network in Metwork Out of
(Tier 1) (Tier 2} Network (Tier 1) (Tier 2} Network
0 20 20 g0 0% 0% 0%
Steps

If an in-network copayment is charged, enter the dollar amount here. If no copayment
is charged, enter Not Applicable. Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
coinsurance is charged.

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no copayment is charged (this indicates that this benefit is subject to
the deductible).

& $X—the consumer always pays just the copay, and the issuer pays the remainder of
allowed charges (this indicates that this benefit is not subject to the deductible).

¢ $X Copay after deductible—the consumer first pays the deductible and after the
deductible is met, the consumer is responsible only for the copay (this indicates that
this benefit is subject to the deductible).

+ $X Copay with deductible—the consumer first pays the copay, and any net remaining
allowed charges accrue to the deductible (this indicates that this benefit is subject to
the deductible).

+ Not Applicable—the consumer pays only a coinsurance. If both copay and
coinsurance are Not Applicable, this indicates that this benefit is not subject to the
deductible and no cost sharing is charged to the consumer for any services received
related to this covered benefit.

Copay—In Network
(Tier 2) *

If the plan has multiple in-network tiers and an in-network copayment is charged,
enter the dollar amount in this field. If no copayment is charged, enter “Not
Applicable.” For any benefit category that does not have tiers, enter “Not Applicable”
for this field, as well as the field Coinsurance—In Network (Tier 2). This field may be
grayed out on the basis of answers to other data elements. If so, it is locked and
cannot be edited. If it is not grayed out, choose from the following options:
+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
coinsurance is charged.
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Covered Benefits | Steps

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no copayment is charged (this indicates that this benefit is subject to
the deductible).

+ $X—the consumer always pays just the copay and the issuer pays the remainder of
allowed charges (this indicates that this benefit is not subject to the deductible).

+ $X Copay after deductible—the consumer first pays the deductible and after the
deductible is met, the consumer is responsible only for the copay (this indicates that
this benefit is subject to the deductible).

+ $X Copay with deductible—the consumer first pays the copay, and any net remaining
allowed charges accrue to the deductible (this indicates that this benefit is subject to
the deductible).

¢ Not Applicable—the consumer pays only a coinsurance, or there are not multiple tiers
for this benefit. If both copay and coinsurance are Not Applicable, this indicates that
this benefit is not subject to the deductible and no cost sharing is charged to the
consumer for any services received related to this covered benefit.

Copay—Out of If an out-of-network copayment is charged, enter the amount here. If no copayment is
Network *# charged, enter Not Applicable. Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
coinsurance is charged.

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no copayment is charged (this indicates that this benefit is subject to
the deductible).

+ $X—the consumer always pays just the copay, and the issuer pays the remainder of
allowed charges (this indicates that this benefit is not subject to the deductible).

+ $X Copay after deductible—the consumer first pays the deductible, and after the
deductible is met, the consumer is responsible only for the copay (this indicates that
this benefit is subject to the deductible).

+ $X Copay with deductible—the consumer first pays the copay, and any net remaining
allowed charges accrue to the deductible (this indicates that this benefit is subject to
the deductible).

+ Not Applicable—the consumer pays only a coinsurance. If both copay and
coinsurance are Not Applicable, this indicates that this benefit is not subject to the
deductible and no cost sharing is charged to the consumer for any services received
related to this covered benefit.

Copay—In Network The following options are the only available options for the benefits Inpatient Hospital
(Tier 1), Copay—In Services (e.g., Hospital Stay) and Skilled Nursing Facility. Define the copayment as
Network (Tier 2), charged per day or per stay. When entering values for plan variations, ensure that all

Copay—Out of Network | variations follow the same “per day” or “per stay” cost sharing structure. If no

copayment is charged, enter Not Applicable.

The benefits Mental/Behavioral Health Inpatient Services and Substance Abuse

Disorder Inpatient Services include these options as well as those described in the

section Copay—In Network (Tier 1) above. Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
coinsurance is charged.

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no copayment is charged (this indicates that this benefit is subject to
the deductible).

¢ $X Copay per Day—the consumer pays a copayment per day (this indicates that this
benefit is not subject to the deductible).

+ $X Copay per Stay—the consumer pays a copayment per stay (this indicates that this
benefit is not subject to the deductible).
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Covered Benefits | Steps

+ $X Copay per Day after deductible—the consumer first pays the deductible, and after
the deductible is met, the consumer is responsible only for the copay per day (this
indicates that this benefit is subject to the deductible).

+ $X Copay per Stay after deductible—the consumer first pays the deductible, and
after the deductible is met, the consumer is responsible only for the copay per stay (this
indicates that this benefit is subject to the deductible).

¢ $X Copay per Day with deductible—the consumer first pays the copay per day, and
any net remaining allowed charges accrue to the deductible (this indicates that this
benefit is subject to the deductible).

¢ $X Copay per Stay with deductible—the consumer first pays the copay for the stay,
and any net remaining allowed charges accrue to the deductible (this indicates that this
benefit is subject to the deductible).

+ Not Applicable—the consumer pays only a coinsurance. If both copay and
coinsurance are Not Applicable, this indicates that this benefit is not subject to the
deductible and no cost sharing is charged to the consumer for any services received
related to this covered benefit.

For Inpatient Hospital Services (e.g., Hospital Stay) and Skilled Nursing Facility

covered benefits, do not copy and paste cost sharing values entered for other

benefits (e.g., $25 copay). The entered values should have the “per day” or “per stay”
qualifiers. Copying and pasting any other cost sharing values could negatively affect
the AV calculation and the display of this benefit on Plan Compare.

Coinsurance—In If an in-network coinsurance is charged, enter the percentage the consumer will pay
Network (Tier 1) *M here. If no coinsurance is charged, enter Not Applicable, unless the plan has a Tier
1 in-network copayment that the enrollee pays only until the deductible is met. In this
case, enter “0%.” Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
copay is charged.

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no coinsurance is charged (this indicates that this benefit is subject
to the deductible).

¢ X% Coinsurance after deductible—the consumer first pays the deductible, and after
the deductible is met, the consumer pays the coinsurance portion of allowed charges
(this indicates that this benefit is subject to the deductible).

+ X% —the consumer always pays just the coinsurance and the issuer pays the
remainder of allowed charges (this indicates that this benefit is not subject to the
deductible).

¢ Not Applicable—the consumer only pays a copay. If both copay and coinsurance are
Not Applicable, this indicates that this benefit is not subject to the deductible and no
cost sharing is charged to the consumer for any services received related to this
covered benefit.

Coinsurance—In If the plan has multiple in-network tiers and an in-network coinsurance is charged,
Network (Tier 2) * enter the percentage the consumer will pay here. If no coinsurance is charged, enter
Not Applicable, unless the plan has a Tier 2 in-network copayment that the enrollee
pays only until the deductible is met. In this case, enter “0%.” For any benefit
category that does not have tiers, enter Not Applicable for this field, as well as for
the field Copay—In Network (Tier 2). This field may be grayed out on the basis of
answers to other data elements. If so, it is locked and cannot be edited. If it is not
grayed out, choose from the following options:
+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
copay is charged.
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Covered Benefits | Steps

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no coinsurance is charged (this indicates that this benefit is subject
to the deductible).

¢ X% Coinsurance after deductible—the consumer first pays the deductible, and after
the deductible is met, the consumer pays the coinsurance portion of allowed charges
(this indicates that this benefit is subject to the deductible).

& X% —the consumer always pays just the coinsurance, and the issuer pays the
remainder of allowed charges (this indicates that this benefit is not subject to the
deductible).

¢ Not Applicable—the consumer pays only a copay, or there are not multiple tiers for
this benefit. If both copay and coinsurance are Not Applicable, this indicates that this
benefit is not subject to the deductible and no cost sharing is charged to the consumer
for any services received related to this covered benefit.

Coinsurance—Out of If an out-of-network coinsurance is charged, enter the percentage the consumer pays
Network *# here. If no coinsurance is charged, enter Not Applicable, unless the plan has an
out-of-network copayment that the enrollee pays only until the deductible is met. In
this case, enter “0%.” If this benefit is not covered out-of-network, enter “100%.”
Choose from the following options:

+ No Charge—no cost sharing is charged (this indicates that this benefit is not subject to
the deductible). Note that Not Applicable, not No Charge, should be used if only a
copay is charged.

¢ No Charge after deductible—the consumer first pays the deductible, and after the
deductible is met, no coinsurance is charged (this indicates that this benefit is subject
to the deductible).

¢ X% Coinsurance after deductible—the consumer first pays the deductible, and after
the deductible is met, the consumer pays the coinsurance portion of allowed charges
(this indicates that this benefit is subject to the deductible).

¢ X% —the consumer always pays just the coinsurance, and the issuer pays the
remainder of allowed charges (this indicates that this benefit is not subject to the
deductible).

¢ Not Applicable—the consumer pays only a copay. If both copay and coinsurance are
Not Applicable, this indicates that this benefit is not subject to the deductible and no
cost sharing is charged to the consumer for any services received related to this
covered benefit.

4.27 Completed Plans & Benefits Template

Once the entire template, including all Benefits Package and Cost Sharing Variances worksheets, has been
completed, click the Validate button on the menu bar under the Plans & Benefits ribbon. If there are validation
errors, a Validation Report (Figure 2D-18) will appear showing the data element and cell location of each error.
The issuer must correct these errors for its Plans & Benefits Template to be accepted.
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Figure 2D-18. Validation Report
.\l'ah'd'atl'on Report @
=]

0US - Invalid, select from list and enter a correct value
Copay OW9 - Invalid, Select from list and enter a correct value
OW3 - Invalid, Select from list and enter a correct value

0X8 - Invalid, Select from list and enter a correct value
Coingurance OY'9 - Invalid, select from lizt and enter a correct value
078 - Invalid, select from list and enter a correct value

PAS - Invalid, select from list and enter a correct value

Copay PBY - Invalid, Select from list and enter a correct value

PC9 - Invalid, Select from list and enter a correct value

PD9 - Invalid, Select from list and enter a correct value
Coinsurance PE9 - Invalid, select from list and enter a correct value
PF3 - Invalid, select from list and enter a correct value

PG - Invalid, select from list and enter a correct value

“ou must have at least one Gold Plan in this template

OK

Once the validation is successful, click the Finalize button on the menu bar under the Plans & Benefits ribbon
(Figure 2D-19) to save the template as an XML file. Upload the saved file in the Benefits and Service Area
Module. Before closing the template, save an XLSM version of the Excel file onto the computer for future
reference.

Figure 2D-19. Finalize Button

Home Insert Page Layout Formulas Data Review View Plans and Benefits v7.1

E New Plans and Benefits Template |3 Update Cost Share Variances = 5d Add Benefit " Validate = x Import Service Areas IDs

g Create New Benefits Package =» Add Plan Finalize a & Import Network IDs
= Create Cost Share Variances %% Refresh EHB Data T Check AV Calc 5 Import Formulary IDs
Create Benefits Package Validation import

5. Key Requirements and Application Guidance

This section contains guidance and examples for filling out specific sections of the Plans & Benefits Template
and describes specific plan requirements. Issuers should read this section to ensure plan compliance.

5.1 MOOP and Deductible Guidance

Several requirements must be met for MOOP and deductible values. Complete the MOOP and deductible
sections of the template as follows:

1. Annual Limitation on Cost Sharing.” When entering the MOOP values, ensure that the limits listed below are
met for the in-network EHB MOOP. (See the 2018 HHS Notice of Benefit and Payment Parameters for more
details on the annual limit values.)

a. If the plan has separate medical and drug MOOP limits, these values are added together before being
compared with the annual limitation on cost sharing.

b. The standard plan’s in-network EHB MOOP values must be less than or equal to $7,350 for an
individual (self-only) or $14,700 for a family (other than self-only).

c. Forthe 73 percent AV silver plan variations, the in-network EHB MOOP must be less than or equal to
$5,850 for an individual (self-only) or $11,700 for a family (other than self-only).

d. For the 87 percent and 94 percent AV silver plan variations, the in-network EHB MOOP must be less
than or equal to $2,450 for an individual (self-only) or $4,900 for a family (other than self-only).

7 See the rule on the HHS Notice of Benefit and Payment Parameters for 2018 (81 FR 94058; December 22, 2016). Issuers must comply
with policies that are incorporated into the final rule on the HHS Notice of Benefit and Payment Parameters for 2018.
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e. For the zero cost sharing plan variations, in- and out-of-network MOOP and deductible values for EHB
must be $0. These fields auto-populate and should not be changed for EHB.

f.  For the limited cost sharing plan variations, the MOOP and deductible values must be the same as the
associated standard plan’s EHB MOOP value. These fields auto-populate whenever a value is entered
for a standard plan and should not be changed.

2. Family MOOP Requirements. When entering the MOOP values, ensure that the limits listed below are taken
into consideration. (See the 2018 HHS Notice of Benefit and Payment Parameters for more details on the
annual limit on cost sharing.)

a. Plans that allow multi-member enroliment (family plans) must have a numeric value for either in-network
or combined in- and out-of-network MOOP for both per group and per person. These plans are subject
to the annual limitation on cost sharing for other than self-only coverage ($14,700) discussed above, as
well as the annual limitation on cost sharing for self-only coverage.

b. For these plans, the per-person amount for family coverage needs to be less than or equal to the annual
limitation on cost sharing for self-only coverage for the standard plan ($7,350) and for the specific cost
sharing reduction plan variations as detailed in the annual limitation on cost sharing discussion
immediately above.®

c. If aplan is available for self-only coverage only (an individual plan), all family MOOP values may be
entered as “Not Applicable.” However, this self-only coverage must be reflected on the Business Rules
Template when indicating the relationship types allowed. (See the Business Rules Template instructions
for more details on offering self-only coverage and eligible dependent relationships.)

3. Definition of Not Applicable and $0 for Deductible and MOOP.

a. Do not enter Not Applicable if there is a zero dollar deductible or MOOP; $0 is the appropriate data
entry. For example, if a plan has a separate medical and drug deductible, and if there is no drug
deductible, issuers must enter $0 as opposed to Not Applicable.

b. Not Applicable should be used in the In Network MOOP or deductible field only to imply that in-network
service costs accumulate toward the entered Combined In/Out of Network MOOP or deductible.

c. If the Individual In Network and Individual Combined In/Out of Network deductible fields are equal to
Not Applicable, the template returns an error when calculating the plan’s AV using the AVC.

4. To include multiple children in child-only plans, use the “family” MOOP and deductible fields to capture the
data.

5. The following explains how the values for various MOOP and deductible fields are related. Complete the
fields as follows:

a. Some plans may have only combined in-network and out-of-network deductibles or MOOPSs, rather than
separate in-network and out-of-network deductibles or MOOPs. Other plans may have a mixture of
in-network, out-of-network, and combined in-network and out-of-network deductibles or MOOPs. When
defining deductibles and MOOPs, issuers must adhere to the guidelines.

b. If the plan does not have multiple in-network tiers, the following applies:

i. If the In Network field is equal to a dollar value ($X), the Combined In/Out of Network field can be
either a dollar value or Not Applicable.

ii. If the In Network field is Not Applicable, the Combined In/Out of Network field must be equal to a
dollar value.

iii. The Out of Network field has no restrictions: it can be either a dollar value or Not Applicable.

c. Ifthe plan has multiple in-network tiers, the following applies:

8 Ibid.
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i. If the In Network and In Network (Tier 2) fields are equal to dollar values, the Combined In/Out of
Network field can be either a dollar value or Not Applicable.

ii. If the In Network field is Not Applicable, the In Network (Tier 2) field must be Not Applicable and
the Combined In/Out of Network field must be equal to a dollar value.

ii. If the In Network (Tier 2) field is Not Applicable, the In Network field must be Not Applicable and
the Combined In/Out of Network field must be equal to a dollar value.

iv. The Out of Network field has no restrictions: it can be either a dollar value or Not Applicable.

5.2 Catastrophic Plan Instructions

Consistent with Section 1302(e) of the ACA and regulations codified in 45 CFR 156.155, catastrophic plans
have the following characteristics:

1. They can be offered only in the individual market.

2. They are permitted, but not required, to cover multiple-person enroliment (families) when all members
meet eligibility requirements for this type of plan.

They do not have multiple in-network tiers for EHBs.
They have integrated medical and drug deductibles.

They have integrated medical and drug MOOPs.

o g M w

They have an in-network deductible and in-network MOOP equal to the annual limitation on cost sharing
as described in Section 1302(c)(1) of the ACA and in the HHS Notice of Benefit and Payment
Parameters for 2018. For PY2018, this limit is $7,350 for individuals (self-only) and $14,700 for families
(other than self-only).

7. They have an out-of-network deductible and out-of-network MOOP greater than or equal to the annual
limitation on cost sharing or equal to Not Applicable.

8. If they have an in-network deductible and in-network MOOP, and a combined in/out-of-network
deductible and combined in- and out-of-network MOOP, the combined in- and out-of-network deductible
and combined in- and out-of-network MOOP must be greater than or equal to the annual limitation on
cost sharing or equal to Not Applicable.

9. If they have a combined in- and out-of-network deductible and in- and out-of-network MOOP but no
specific in-network deductible or in-network MOOP, the combined in- and out-of-network deductible and
combined in- and out-of-network MOOP must be equal to the annual limitation on cost sharing.

10. They have in-network cost sharing equal to no charge after the deductible for all EHBs, excluding
primary care and preventive health services. (See Section 5.10 for direction on completing the copay
and coinsurance fields to have this cost sharing value displayed to the consumer.)

11. All benefits except primary care visits and coverage of preventive health services—in accordance with
Section 2713 of the PHS Act—are subject to the in-network deductible. Issuers must provide benefits for
at least three primary care visits and coverage of preventive health services (in accordance with Section
2713 of the PHS Act) prior to the consumer reaching the deductible.

12. Coverage of preventive health services (in accordance with Section 2713 of the PHS Act) is not subject
to the in-network deductible and does not impose any other cost sharing requirement.

5.3 Actuarial Value Details
For all AVs, whether calculated by the AVC or input by the issuer, the following requirements must be met:

1. A de minimis variation of +2 percentage points is used for standard plans.
a. The AV for a bronze plan must be between 58 percent and 62 percent.

b. The AV for an expanded bronze plan must be between 58 percent and 65 percent.
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c. The AV for a silver plan must be between 68 percent and 72 percent.
d. The AV for a gold plan must be between 78 percent and 82 percent.
e. The AV for a platinum plan must be between 88 percent and 92 percent.

2. A de minimis variation of £1 percentage point is used for silver plan variations.
a. The AV for the 73 percent AV silver plan variation must be between 72 percent and 74 percent.
b. The AV for the 87 percent AV silver plan variation must be between 86 percent and 88 percent.
c. The AV for the 94 percent AV silver plan variation must be between 93 percent and 95 percent.

3. The AV of a standard silver plan and the AV of the associated 73 percent silver plan variation must
differ by at least 2 percentage points.

4. The AV of the zero cost sharing plan variations must be 100 percent.
The AV of the limited cost sharing plan variations must be equal to the associated standard plan’s AV.

(For more information on how the cost sharing information from the Plans & Benefits Template translates to
inputs for the stand-alone AVC, see Appendix 1.)

5.4 Editing the Template
Keep the following in mind when making changes to the template:

1. If a benefit is mistakenly added as an additional benefit, it cannot be manually deleted, but issuers may
do one of the following:

a. Select Not Covered under the Is this Benefit Covered? column. When the Cost Share Variance
worksheet is generated, this benefit will not appear on that worksheet.

b. Click the Refresh EHB Data button on the menu bar under the Plans & Benefits ribbon. Doing so
deletes the added benefit, but the issuer also loses any other data it has entered in the Benefit
Information, General Information, or Deductible and Out of Pocket Exceptions sections.

c. Additional steps need to be taken if the issuer has already created the Cost Share Variances
worksheet. See below.

2. If anissuer changes whether a benefit is Covered on the Benefits Package worksheet after the Cost
Share Variances worksheet is created, the benefits will not update the Cost Share Variances worksheet
even if the issuer selects the Update Cost Share Variances button. Instead the issuer must delete the
entire Cost Share Variances worksheet and then click the Create Cost Share Variances button on the
menu bar under the Plans & Benefits ribbon and generate a new worksheet. The updated worksheet
then reflects the changes made to the Benefits Package worksheet.

3. Do the following to add a new plan or delete a plan after the Cost Share Variances worksheet has
already been created:

a. After adding a new plan to the Benefits Package worksheet, click the Update Cost Share
Variances button on the menu bar under the Plans & Benefits ribbon. This adds the new plan to
the Cost Share Variances worksheet.

b. To delete a plan on the Benefits Package worksheet, delete all data for that plan’s row. If any plans
are below that row, cut these rows and paste them into the empty row (see below). This is an
important step because if the Update Cost Share Variances button is clicked when there is an
empty row between plans, all plans below this blank row and their corresponding data are deleted
from the Cost Share Variances worksheet.

c. Example: To delete Plan 2 (Figure 2D-20), delete all data from the plan’s row, cut and paste Plan 3
from Row 11 to Row 10, and then copy and paste Plan 4 from Row 12 to Row 11. Once those steps
are completed, click the Update Cost Share Variances button; Plan 2 is removed from the Cost
Share Variances worksheet while Plans 3 and 4 remain.
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Figure 2D-20. Deleting a Plan
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d. If the issuer changes any benefits package data on a specific plan that already exists, the only
changes that will be reflected on the Cost Share Variances worksheet when the issuer clicks the
Update Cost Share Variances button include the following: Plan Marketing Names will be updated,
plans added to the Benefits Package worksheet will be added to the Cost Share Variance
worksheet, and plans removed from the Benefits Package worksheet will be removed from the Cost
Share Variances worksheet. If there is a need to update the information for an existing plan, the
issuer must first delete that plan on the Benefits Package worksheet, as explained above, and then
click the Update Cost Share Variances button. All previously entered information for this plan on
the Cost Share Variances worksheet will be deleted. Reenter the plan and associated data on the
Benefits Package worksheet, and click the Update Cost Share Variances button.

5.5 Requirements for Cost-Sharing Reduction Plan Variations

CSR plan variations fall into three types: silver plan variations, zero cost sharing plan variations, and limited cost
sharing plan variations.

The zero-cost sharing and limited cost sharing plan variations are for American Indians and Alaska Natives. In
the zero-cost sharing plan variation, consumers do not have to pay any out-of-pocket costs on EHBs. In the
limited cost sharing plan variation, consumers pay no out-of-pocket costs only when they receive services from
an Indian health care provider or from another provider if they have a referral from an Indian health care
provider.

Silver plan variations offer a discount that lowers the amount consumers pay out-of-pocket for deductibles,
coinsurance, and copayments, and there is also a lower MOOP. Consumers qualify for these plans if their
income is below a certain level.

Each variation type has several requirements.

1. The requirements for zero cost sharing plan variations are as follows:

a. The template automatically generates a zero-cost sharing plan variation for all metal-level plans
(except catastrophic) on the individual market.

b. The AV of the plan variation must be 100 percent.

c. All In Network MOOP values must be $0. Out of Network and Combined In/Out Network MOOP
values should be $0 but may also be Not Applicable if the associated standard plan is Not
Applicable.

d. All In Network deductible values must be $0. Out of Network and Combined In/Out Network
deductible values should be $0 but may also be Not Applicable if the associated standard plan is
Not Applicable.

e. All EHBs must have cost sharing values of $0, 0%, or “no charge” for both in- and out-of-network
services.® However, if the associated standard plan does not cover out-of-network services, the

9 Under 45 CFR 155.20, cost sharing means any expenditure required by or on behalf of an enrollee with respect to EHB, including
deductibles, coinsurance, copayments, or similar charges, but it excludes premiums, balance billing amounts for non-network providers, and
spending for non-covered services.
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zero-cost sharing plan variation is not required to cover them either. (See Section 5.6 for details on
indicating whether a benefit is an EHB.)

f.  For benefits that are not EHBs, the cost sharing must follow successive cost sharing with the
associated limited cost sharing plan variation. If the associated standard plan is a silver plan, the
cost sharing also must follow successive cost sharing with the associated 94 percent AV silver plan
variation. (See Section 5.7 for further explanation and examples of successive cost sharing.)

g. Tier utilization must be the same as the associated standard plan.
2. The requirements for limited cost sharing plan variations are as follows:
a. The template automatically generates a limited cost sharing plan variation for all metal-level plans
(except catastrophic) on the Individual Market.

b. The AV of the limited cost sharing plan variation must be greater than or equal to the associated
standard plan’s AV.

c. Al MOOP values for EHB must be the same as the associated standard plan’s MOOP values for
EHB.

All deductible values must be the same as the associated standard plan’s values.

All EHBs must have the same cost sharing values as the associated standard plan’s values (see
Section 5.6).

f.  For benefits that are not EHBs, the cost sharing must follow successive cost sharing with the
associated standard plan (see Section 5.7).

g. Tier utilization must be the same as the associated standard plan.
3. The requirements for silver plan variations are as follows:

a. Each silver plan offered on the Individual Market must have 73 percent AV, 87 percent AV, and 94
percent AV silver plan variations.

b. The AV for the 73 percent AV silver plan variation must be between 72 percent and 74 percent, and
it must also be at least 2 percentage points greater than the associated standard plan’s AV.

c. The AV for the 87 percent AV silver plan variation must be between 86 percent and 88 percent.
The AV for the 94 percent AV silver plan variation must be between 93 percent and 95 percent.

For the 73 percent AV silver plan variation, the MOOP must be less than or equal to $5,850 for an
individual (self-only) or $11,700 for a family (other than self-only).

f.  For the 87 percent and 94 percent AV silver plan variations, the MOOP must be less than or equal
to $2,450 for an individual (self-only) or $4,900 for a family (other than self-only).

g. All MOOP values must follow successive cost sharing for all plan variations (see Section 5.7).
h. All deductible values must follow successive cost sharing for all plan variations.

i. The copay and coinsurance for all benefits must follow successive cost sharing for all plan
variations.

j.  Tier utilization must be the same as the associated standard plan.
5.6 EHB Variance Reason and EHB Designation

As explained in Section 5.5, benefits in the plan variations have specific requirements, depending on whether a
benefit is considered an EHB. A benefit's EHB designation is based on the two fields EHB and EHB Variance
Reason for the benefit on the Benefits Package worksheet as outlined in Section 4.10. Table 2D-1 explains
when a benefit is considered an EHB on the basis of different inputs.

Table 2D-1. EHB Designation

EHB field value | EHB Variance Reason field value | Evaluated as an EHB?
Yes Anything other than Not EHB Yes
Blank Additional EHB Benefit or Other Law/Regulation Yes
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EHB field value EHB Variance Reason field value Evaluated as an EHB?

Yes Not EHB No

Blank Anything other than Additional EHB Benefit or Other No
Law/Regulation

5.7 Successive Cost Sharing Guidance

As explained in Section 5.5, successive cost sharing is required to be reviewed for multiple plan variations and
data fields. The purpose of successive cost sharing is to ensure that a specific element in a given plan variation
always has an equal or more generous cost sharing value for the consumer compared with a standard plan or
plan variation. (See the HHS Notice of Benefits and Payment Parameters for details on the cost sharing
regulatory requirements for cost sharing reduction plan variations.)

The following explains which plan variations should be compared depending on the requirement:

1. A standard silver plan and its associated silver plan variations must follow successive cost sharing for
the MOOP, deductible, copay, and coinsurance fields. This includes EHBs and non-EHBs. All of the
following must be true:

a. The cost sharing value of the 73 percent AV silver plan variation must be less than or equal to that
of the associated standard plan.

b. The value of the 87 percent AV silver plan variation must be less than or equal to that of the 73
percent AV silver plan variation.

c. The value of the 94 percent AV silver plan variation must be less than or equal to that of the 87
percent AV silver plan variation.

2. A zero-cost sharing plan variation must follow successive cost sharing with the associated limited cost
sharing plan variation for the copay and coinsurance fields for non-EHBs. This means that the value of
the zero-cost sharing plan variation must be less than or equal to that of the limited cost-sharing plan
variation.

3. A zero-cost sharing plan variation for a standard silver plan must follow successive cost sharing with the
associated 94 percent AV silver plan variation for the copay and coinsurance fields for non-EHBs. This
means the value of the zero-cost sharing plan variation must be less than or equal to that of the 94
percent AV silver plan variation.

4. A limited cost-sharing plan variation must follow successive cost sharing with the associated standard
plan for the copay and coinsurance fields for non-EHBs. This means the value of the limited cost
sharing plan variation must be less than or equal to that of the standard plan. The MOOP, deductible,
and EHB cost sharing fields should be equal to that of the associated standard plan.

Again, the fields that may be used for successive cost sharing include MOOP, deductible, copay, and
coinsurance. Because successive cost sharing requires that the plan always be equal or preferable to the
consumer, changes to the cost sharing structures are not allowed when the consumer in the higher AV plan
variation may be worse off and pay increased cost sharing. The following two examples illustrate noncompliant
changes to the cost-sharing structure in the template:

1. A plan variation with a benefit that has 20 percent coinsurance may result in higher cost sharing for the
consumer than a plan variation with a lower AV that has a $20 copay for the benefit. The better value
depends on the total cost of the service.

2. A plan variation with a copay of $5 after deductible may result in higher cost sharing for the consumer
than a plan variation with a lower AV that has a $20 copay for a given benefit. The better value depends
on whether the deductible has already been reached.

Table 2D-2 through Table 2D-8 show the compliant and noncompliant data entry options for the different cost
sharing fields discussed, as well as numerous examples.
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Table 2D-2. Compliant and Noncompliant Successive Cost Sharing
Data Entry Options for MOOP or Deductible Values

Compliant

First plan (lower AV)
MOOP/deductible value

second plan (higher AV)
MOOP/deductible values

Noncompliant
second plan (higher AV)
MOOP/deductible values

$X

¢ $BY (when $Y < $X)

¢ Not Applicable
& $Y (when $Y > $X)

Not Applicable

+ Not Applicable

* 3Y

Table 2D-3. Examples of Compliant (Green) and Noncompliant (Red)
Successive Cost Sharing MOOP/Deductible Values

ample OOP/ded ple omplia e
Lower AV Plan $2,200 Compliant
Higher AV Plan $2,000 P
Lower AV Plan $2,200 :

- Not C liant
Higher AV Plan $2,500 ot -omplian
Lower AV Plan Not Applicable :

; Not Compliant
Higher AV Plan $2,500 P

Table 2D-4. Compliant and Noncompliant Successive Cost Sharing Options for Coinsurance Values
First plan (lower AV)

Compliant second plan

Noncompliant second plan

coinsurance value

(higher AV) coinsurance values

(higher AV) coinsurance values

No Charge ¢ No Charge + No Charge After Deductible

¢ 0% Coinsurance ¢ Y% Coinsurance (when greater than 0)

+ Not Applicable ¢ Y% Coinsurance After Deductible (all values)
No Charge After + No Charge & Y% Coinsurance (when greater than 0)
Deductible + No Charge After Deductible + Y% Coinsurance After Deductible (when

+ 0% Coinsurance greater than 0)

& 0% Coinsurance After Deductible

+ Not Applicable
X% Coinsurance + No Charge + No Charge After Deductible

¢ Y% Coinsurance (when Y% < X%) ¢ Y% Coinsurance (when Y% > X%)

+ Not Applicable + Y% Coinsurance After Deductible (all values)
X% Coinsurance After | No Charge & Y% Coinsurance (when Y% > X%)
Deductible + No Charge After Deductible * Y% Coinsurance After Deductible (when Y%

+ Y% Coinsurance (when Y% < X%) > X%)

¢ Y% Coinsurance After Deductible

(when Y% < X%)

+ Not Applicable
Not Applicable + Not Applicable + No Charge After Deductible

¢ No Charge + Y% Coinsurance (all values)

Y% Coinsurance After Deductible (all values)
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Table 2D-5. Examples of Compliant and Noncompliant Successive Cost Sharing Coinsurance Values

Plan | Coinsurance | Compliance

Lower AV Plan No Charge :

: Compliant
Higher AV Plan 0%
Lower AV Plan No Charge .

; Not Compliant
Higher AV Plan 30%
Lower AV Plan No Charge After Deductible :

- Compliant
Higher AV Plan No Charge

Lower AV Plan

No Charge After Deductible

Higher AV Plan

30% Coinsurance After Deductible

Not Compliant

Lower AV Plan 25% .
Higher AV Plan 20% Compliant
Pt o Not Compliant
Higher AV Plan 30%

Lower AV Plan 25%

Higher AV Plan

25% Coinsurance After Deductible

Not Compliant

Lower AV Plan

25% Coinsurance After Deductible

- - - Compliant
Higher AV Plan 20% Coinsurance After Deductible
Lower AV Plan 25% Coinsurance After Deductible :

: Compliant
Higher AV Plan 20%
Lower AV Plan 25% Coinsurance After Deductible .

; Not Compliant
Higher AV Plan 30%

Lower AV Plan

25% Coinsurance After Deductible

Higher AV Plan

30% Coinsurance After Deductible

Not Compliant

Lower AV Plan

Not Applicable

Higher AV Plan

Not Applicable

Compliant

Lower AV Plan

Not Applicable

Higher AV Plan

30%

Not Compliant

Table 2D-6. Compliant and Noncompliant Successive Cost Sharing Data Entry Option for Copay Values

Compliant second plan

Noncompliant second plan

First plan (lower AV)

copay value (higher AV) copay values
No Charge + No Charge
+ $0 Copay

¢ Not Applicable

(higher AV) copay values

¢ No Charge After Deductible

+ $Y Copay (when greater than 0)

¢ $Y Copay After Deductible (all values)
¢ $Y Copay With Deductible (all values)

No Charge After + No Charge + $Y Copay (when greater than 0)
Deductible + No Charge After Deductible + $Y Copay After Deductible (when greater
+ $0 Copay than 0)
+ $0 Copay After Deductible + $Y Copay With Deductible (all values)
+ Not Applicable
$X Copay + No Charge + No Charge After Deductible
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Table 2D-6. Compliant and Noncompliant Successive Cost Sharing Data Entry Option for Copay Values
First plan (lower AV) Compliant second plan Noncompliant second plan

copay value (higher AV) copay values (higher AV) copay values

+ $Y Copay (when $Y < $X) + $Y Copay (when $Y > $X)
+ Not Applicable ¢ $Y Copay After Deductible (all values)
¢ $Y Copay With Deductible (all values)
$X Copay After + No Charge + $Y Copay (when $Y > $X)
Deductible + No Charge After Deductible « $Y Copay After Deductible (when $Y > $X)
+ $Y Copay (when $Y < $X) + $Y Copay With Deductible (all values)
+ $Y Copay After Deductible (when $Y < $X)
+ Not Applicable
$X Copay With ¢ No Charge ¢ $Y Copay (when greater than 0)
Deductible + $0 Copay + 3Y Copay After Deductible (all values)
+ $Y Copay With Deductible (when $Y < $X) | ¢ $Y Copay With Deductible (when $Y > $X)
+ No Charge After Deductible
+ Not Applicable
Not Applicable + Not Applicable + No Charge After Deductible
¢ No Charge + $Y Copay (all values)
+ $Y Copay After Deductible (all values)
¢ $Y Copay With Deductible (all values)

Table 2D-7. Compliant and Noncompliant Successive Cost Sharing
Data Entry Options for Inpatient Specific Copay Values

First plan (lower AV) Compliant second plan Noncompliant second plan
copay value (higher AV) copay values (higher AV) copay values
$X Copay Per Day | $Y Copay Per Day (when $Y < | e $Y Copay Per Day (when $Y > $X)
$X) + $Y Copay Per Stay (when $Y > $X)
+ $Y Copay Per Stay (when $Y < |4 $Y Copay Per Day With Deductible (all values)
$X) + $Y Copay Per Day After Deductible (all values)
¢ No Charge + $Y Copay Per Stay With Deductible (all values)

+ Not Applicable + $Y Copay Per Stay After Deductible (all values)

¢ No Charge After Deductible

+ $Y Copay (all values)

¢ $Y Copay After Deductible (all values)
¢ $Y Copay With Deductible (all values)

$X Copay Per Stay | $Y Copay Per Stay (when $Y < | e $Y Copay Per Stay (when $Y > $X)

$X) ¢ $Y Copay Per Day (when greater than 0)
+ $0 Copay Per Day + $Y Copay Per Day After Deductible (all values)
+ No Charge + 3$Y Copay Per Stay With Deductible (all values)
+ Not Applicable + $Y Copay Per Stay After Deductible (all values)

+ No Charge After Deductible

+ $Y Copay (all values)

¢ $Y Copay After Deductible (all values)
¢ $Y Copay With Deductible (all values)

$X Copay Per Day | $Y Copay Per Day With & $Y Copay Per Day With Deductible (when $Y > $X)
With Deductible Deductible (when $Y < $X) + $Y Copay Per Day (when greater than 0)
+ $Y Copay Per Stay With + $Y Copay Per Day After Deductible (all values)
Deductible (when $Y < $X) + $Y Copay Per Stay With Deductible (when $Y > $X)
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Table 2D-7. Compliant and Noncompliant Successive Cost Sharing
Data Entry Options for Inpatient Specific Copay Values

First plan (lower AV)

Compliant second plan

Noncompliant second plan

copay value

(higher AV) copay values
No Charge
No Charge After Deductible
$0 Copay Per Day
$0 Copay Per Stay
Not Applicable

(higher AV) copay values
« $Y Copay Per Stay After Deductible (all values)
& $Y Copay Per Stay (when greater than 0)
+ $Y Copay (all values)
¢ $Y Copay After Deductible (all values)
¢ $Y Copay With Deductible (all values)

$X Copay Per Stay
With Deductible

® o 6 6 ¢ o

*

L 2ER 2ER 2ER R 4

$Y Copay Per Stay With
Deductible (when $Y < $X)

$Y Copay Per Day With
Deductible (when $Y < $X)

No Charge

No Charge After Deductible
$0 Copay Per Stay

$0 Copay Per Day

Not Applicable

& $Y Copay Per Stay With Deductible (when $Y > $X)
¢ $Y Copay Per Stay (when greater than 0)

¢ $Y Copay Per Stay After Deductible (all values)

+ $Y Copay Per Day With Deductible (all values)

+ $Y Copay Per Day After Deductible (all values)

& $Y Copay Per Day (when greater than 0)

+ $Y Copay (all values)

¢ $Y Copay After Deductible (all values)

¢ $Y Copay With Deductible (all values)

$X Copay Per Day
After Deductible

*

*

L 2ER BN R R 4

$Y Copay Per Day After
Deductible ($Y < $X)

$Y Copay Per Stay After
Deductible ($Y < $X)

$Y Copay Per Day ($Y < $X)
$Y Copay Per Stay ($Y < $X)
No Charge

No Charge After Deductible
Not Applicable

+ $Y Copay Per Day With Deductible (all values)

+ $Y Copay Per Day After Deductible (when $Y > $X)
& $Y Copay Per Day (when $Y > $X)

¢ $Y Copay Per Stay With Deductible (all values)

+ $Y Copay Per Stay After Deductible (when $Y > $X)
+ $Y Copay Per Stay (when $Y > $X)

+ $Y Copay (all values)

¢ $Y Copay After Deductible (all values)

¢ $Y Copay With Deductible (all values)

$X Copay Per Stay
After Deductible

*

$Y Copay Per Stay After
Deductible ($Y < $X)

+ $Y Copay Per Stay ($Y < $X)

*

* 6 o o0

$0 Copay Per Day After
Deductible

$0 Copay Per Day

No Charge

No Charge After Deductible
Not Applicable

& $Y Copay Per Stay With Deductible (all values)

+ $Y Copay Per Stay After Deductible (when $Y > $X)
& $Y Copay Per Stay (when $Y > $X)

¢ $Y Copay Per Day With Deductible (all values)

¢ $Y Copay Per Day After Deductible (when greater
than 0)

¢ $Y Copay Per Day (when greater than 0)
+ $Y Copay (all values)

¢ $Y Copay After Deductible (all values)

+ $Y Copay With Deductible (all values)

No Charge After
Deductible

L 2R K 2R 2NN 2

*

*

No Charge After Deductible
No Charge

$0 Per Day

$0 Per Stay

$0 Copay Per Day After
Deductible

$0 Copay Per Stay After
Deductible

Not Applicable

¢ $Y Copay Per Stay With Deductible (all values)

+ $Y Copay Per Stay After Deductible (when greater
than 0)

¢ $Y Copay Per Stay (when greater than 0)
¢ $Y Copay Per Day With Deductible (all values)

+ $Y Copay Per Day After Deductible (when greater
than 0)

¢ $Y Copay Per Day (when greater than 0)
+ Not Applicable

+ $Y Copay (all values)

¢ $Y Copay After Deductible (all values)

+ $Y Copay With Deductible (all values)
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Table 2D-7. Compliant and Noncompliant Successive Cost Sharing
Data Entry Options for Inpatient Specific Copay Values

First plan (lower AV) Compliant second plan

(higher AV) copay values

Noncompliant second plan

(higher AV) copay values
¢ $Y Copay Per Stay With Deductible (all values)
« $Y Copay Per Stay After Deductible (all values)
& $Y Copay Per Stay (when greater than 0)
+ $Y Copay Per Day With Deductible (all values)
& $Y Copay Per Day After Deductible (all values)
¢ $Y Copay Per Day (when greater than 0)
¢ No Charge After Deductible
+ $Y Copay (all values)
+ $Y Copay After Deductible (all values)
+ $Y Copay With Deductible (all values)

copay value

¢ No Charge
& $0 Per Day
+ $0 Per Stay
+ Not Applicable

No Charge

Table 2D-8. Examples of Compliant and Noncompliant Successive Cost Sharing Copay Values

Example | Copay | Compliance
Lower AV Plan No Charge :
: Compliant
Higher AV Plan $0
Lower AV Plan No Charge :
: Not Compliant
Higher AV Plan $40

Lower AV Plan

No Charge After Deductible

Higher AV Plan

No Charge

Compliant

Lower AV Plan

No Charge After Deductible

Higher AV Plan

$45 Copay With Deductible

Not Compliant

Lower AV Plan

No Charge After Deductible

Higher AV Plan

$45 Copay After Deductible

Not Compliant

Lower AV Plan

$40

Higher AV Plan

$40 Copay After Deductible

; Compliant
Higher AV Plan $40
Lower AV Plan $40 ;

- Compliant
Higher AV Plan No Charge
Lower AV Plan $40

Not Compliant

Lower AV Plan

$40

Higher AV Plan

$45

Not Compliant

Lower AV Plan

$40 Copay After Deductible

Higher AV Plan

$40

Compliant

Lower AV Plan

$40 Copay After Deductible

Higher AV Plan

$35 Copay After Deductible

Compliant

Lower AV Plan

$40 Copay After Deductible

Higher AV Plan

$35 Copay With Deductible

Not Compliant

Lower AV Plan

$40 Copay After Deductible

Higher AV Plan

$45

Not Compliant
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Table 2D-8. Examples of Compliant and Noncompliant Successive Cost Sharing Copay Values

Example | Copay | Compliance

Lower AV Plan $40 Copay After Deductible :

: Compliant
Higher AV Plan $40
Lower AV Plan $40 Copay After Deductible :

: . Compliant
Higher AV Plan $35 Copay After Deductible
Lower AV Plan $40 Copay After Deductible :

- - - Not Compliant
Higher AV Plan $35 Copay With Deductible
Lower AV Plan $40 Copay After Deductible :

: Not Compliant
Higher AV Plan $45
Lower AV Plan $40 Copay per Day :

: Compliant
Higher AV Plan $30 Copay per Day
Lower AV Plan $40 Copay per Stay :

- Compliant
Higher AV Plan $40 Copay per Stay
Lower AV Plan $40 Copay per Day :

: Not Compliant
Higher AV Plan $35 Copay per Stay
Lower AV Plan $40 Copay per Day After Deductible :

; Compliant
Higher AV Plan $30 Copay per Day
Lower AV Plan $40 Copay per Stay After Deductible :

- Compliant
Higher AV Plan $40 Copay per Stay
Lower AV Plan $40 Copay per Day After Deductible :

; ; N Not Compliant
Higher AV Plan $35 Copay per Stay With Deductible
Lower AV Plan Not Applicable :

. . Compliant
Higher AV Plan Not Applicable
Lower AV Plan Not Applicable :

- - - Not Compliant
Higher AV Plan $35 Copay per Stay With Deductible

5.8 Suggested Coordination of Drug Data between Templates

This section describes some options on how to coordinate the prescription drug data entered in the Plans &
Benefits Template and the Prescription Drug Template.

To support the AV calculations using the AVC, the Plans & Benefits Template contains four drug benefit
categories that represent a typical four-tier drug design available in the market today: Generic Drugs, Preferred
Brand Drugs, Non-Preferred Brand Drugs, and Specialty Drugs. CMS understands that plans may have drug
benefits that do not fit neatly into the Plans & Benefits Template. The following are some options for how issuers
could translate their cost sharing data from the Prescription Drug Template into the Plans & Benefits Template:

1. Enter the cost sharing data for the tier in the Prescription Drug Template with the highest generic drug
utilization into the Generic Drugs benefit category in the Plans & Benefits Template.

2. Enter the cost sharing data for the two tiers in the Prescription Drug Template with the most brand drug
utilization into the Preferred Brand Drugs and Non-Preferred Brand Drugs benefit categories in the
Plans & Benefits Template. Enter the tier with the higher cost sharing into the Non-Preferred Brand
Drugs category. If the formulary contains only one brand tier, enter the same cost sharing for the
Preferred Brand Drugs and Non-Preferred Brand Drugs benefit categories.
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3. Enter the cost sharing data for the tier in the Prescription Drug Template with the most specialty drug
utilization into the Specialty Drugs benefit category in the Plans & Benefits Template.

Cost sharing data should reflect the following:

1. The Copay—In Network (Tier 1) and Coinsurance—In Network (Tier 1) fields in the Plans & Benefits
Template should generally correspond to the 1 Month In Network Retail Pharmacy Copayment and
Coinsurance fields from the Prescription Drug Template.

2. The Copay—Out of Network and Coinsurance—Out of Network fields in the Plans & Benefits Template
should correspond to the 1 Month Out of Network Retail Pharmacy Copayment and Coinsurance fields
from the Prescription Drug Template.

The Copay—In Network (Tier 2) and Coinsurance—In Network (Tier 2) fields in the Plans & Benefits Template
do not have corresponding fields in the Prescription Drug Template. While the concept of “tiers” is used as a
framework to group drugs in the Prescription Drug Template, in the Plans & Benefits Template, “tiers” refer to
provider and pharmacy networks. If the issuer has multiple in-network tiers for medical benefits, it may use the
tiered cost sharing field for drugs to represent preferred and non-preferred pharmacies on the Plans & Benefits
Template. Following this approach, the issuer could enter the cost sharing data in the following manner:

1. Preferred pharmacy cost sharing corresponds to In Network (Tier 1).
2. Non-preferred pharmacy cost sharing corresponds to In Network (Tier 2).

3. |If the issuer does not have multiple in-network tiers for its medical benefits, representing non-preferred
pharmacy cost sharing under the Tier 2 fields on the Plans & Benefits Template is not necessary.

If the plan has multiple in-network tiers for certain medical benefit categories, but not for drug benefits, set all
drug benefit Tier 2 copay and coinsurance fields equal to Not Applicable.

The Maximum Coinsurance for Specialty Drugs field is defined only once in the Plans & Benefits Template for
each plan; it cannot change among plan variations, and it must be the same for In Network (Tier 1), In Network
(Tier 2), and Out of Network.

Cost sharing reduction plan variations must offer the same Drug List as the applicable standard plan. The cost
sharing structure of the formulary for each plan variation must meet the requirements related to cost sharing
reductions (45 CFR 156.420). However, issuers are not required to submit a separate formulary in the
Prescription Drug Template for their plan variations.

Regardless of the method being used to translate the plan’s cost sharing data from the Prescription Drug
Template into the Plans & Benefits Template, the inputs into the Plans & Benefits Template for the drug tiers
should be reflective of the cost sharing being used in the AV calculation.

5.9 Anticipated Template Data Elements to Be Shown on Plan Compare

Throughout this section, all data fields that CMS anticipates displaying to consumers on Plan Compare for
individual market coverage are identified by a number symbol (¥) next to the field name. Table 2D-9 and
Table 2D-10 list the Plans & Benefits Template data elements that CMS anticipates displaying on Plan
Compare. This should not be viewed as the final list of data elements for display to consumers, and CMS may
change this list after these instructions are published. It is provided here as a reference for issuers before they
submit QHP Applications.

Table 2D-9. Anticipated Plan Compare Data Elements—Plan Summary View

Plan Compare label name Template value Template source

Deductibles and Maximum | e If Medical and Drug amounts are integrated, the |Plans & Benefits Template
Out of Pocket Rules combined amount displays.
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Table 2D-9. Anticipated Plan Compare Data Elements—Plan Summary View

Plan Compare label name |

Template value

+ If Medical and Drug amounts are not integrated,
only the medical amount displays on the Plan
Summary View. (The Drug amount displays in the
prescription drug details section.)

« If there is only one person in the enrollment
group, the individual amount displays.

+ If there is more than one person in the enroliment
group, the Family Per Group amount displays.
The dollar amount will display followed by “Per
Group.”

+ If there is more than one person in the enroliment
group and the plan design does not have a per-
group deductible, then the per-person deductible
will display on the Plan Summary View. The dollar
amount will display followed by “Per Person.”

Template source

Deductibles

Combined Medical & Drug EHB Deductible: In-
Network—Family (Per Group or Per Person as
described in the deductible business rule above)

Plans & Benefits Template

Combined Medical & Drug EHB Deductible: In-
Network—Individual

Plans & Benefits Template

Medical EHB Deductible: In-Network—Individual

Plans & Benefits Template

Medical EHB Deductible: In-Network—Family (Per
Group or Per Person as described in the deductible
business rule above).

Plans & Benefits Template

Maximum Out of Pocket

Combined Medical & Drug EHB Maximum Out of
Pocket: In-Network—Family Per Group

Plans & Benefits Template

Combined Medical & Drug EHB Maximum Out of
Pocket: In-Network—Individual

Plans & Benefits Template

Medical EHB Maximum Out of Pocket: In-Network—
Individual

Plans & Benefits Template

Medical EHB Maximum Out of Pocket: In-Network—
Family Per Group

Plans & Benefits Template

Metal Level

Level of Coverage

Plans & Benefits Template

Provider Directory

Network URL

Network ID

Summary of Benefits and
Coverage

URL for Summary of Benefits & Coverage

Plans & Benefits Template

Insurance Company + Plan
Marketing Name + Plan
Type

Issuer Legal Name (HIOS)
will display if Issuer
Marketplace Marketing
Name is null

Issuer Marketplace Marketing Name, Plan Marketing
Name, Plan Type

HIOS, Plans & Benefits
Template
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Table 2D-9. Anticipated Plan Compare Data Elements—Plan Summary View

Plan Compare label name |

Adult Dental Included
Adult Dental Not-Included

Template value

Routine Dental Services (Adult)

Basic Dental Care (Adult)

Major Dental Care—Adult

Note: All three must be available to show Adult
Dental Included

| Template source

Plans & Benefits Template

Pediatric Dental Included
Pediatric Dental Not-
Included

Dental Check-Up for Children

Basic Dental Care—Child

Major Dental Care—Child

Note: All three must be available to show Pediatric
Dental Included

Plans & Benefits Template

National Provider Network

National Network

Offered/National Network

Plans & Benefits Template

Health Care Costs

Derived from “Level of Coverage”

Plans & Benefits Template

Reduced Costs

Indicates whether plan is a CSR variant

Based on Consumer
Eligibility information

Table 2D-10. Anticipated Plan Compare Data Elements—Plan Detail View

Plan Compare label name

Plan Brochure

Template value

Plan Brochure URL

Template source

Plans & Benefits Template

Benefit Data Rules

This data displays for each
covered benefit below when "Is
This Benefit Covered?" value is
“Yes”

Tier 1 In-Network Copay

Tier 1 In-Network Coinsurance

Tier 2 In-Network Copay

Tier 2 In-Network Coinsurance

Out of Network Copay

Out of Network Coinsurance

Limit Quantity

Limit Unit

"Limits and Exclusions Apply" hyperlink
displays when

Explanation or Exclusions is not null

Plans & Benefits Template

Medical Care Coverage

Visit to a Primary Care Provider

Primary Care Visit to Treat an Injury or lllness

Plans & Benefits Template

Visit to a Specialist

Specialist Visit

Plans & Benefits Template

X-Rays and Diagnostic Imaging

X-Rays and Diagnostic Imaging

Plans & Benefits Template

Laboratory and outpatient
professional services

Laboratory Outpatient and Professional
services

Plans & Benefits Template

Hearing Aids

Hearing Aids

Plans & Benefits Template

Routine Eye Exam for Adults

Routine Eye Exam for Adults

Plans & Benefits Template

Routine Eye Exam for Children

Routine Eye Exam for Children

Plans & Benefits Template

Eyeglasses for Children

Eyeglasses for Children

Plans & Benefits Template

Heath Savings Account Eligible
Plan

HSA—Eligible

Plans & Benefits Template

Prescription Drug Coverage

Generic Drugs

Generic Drugs

Plans & Benefits Template
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Table 2D-10. Anticipated Plan Compare Data Elements—Plan Detail View

Plan Compare label name

Preferred Brand Drugs

Template value

Preferred Brand Drugs

Template source

Plans & Benefits Template

Non-Preferred Brand Drugs

Non-Preferred Brand Drugs

Plans & Benefits Template

Specialty Drugs

Specialty Drugs

Plans & Benefits Template

List of Covered Drugs

Formulary URL

Prescription Drug Template

3 Month In-Network Mail Order
Pharmacy Benefit Offered?

3 Month In-Network Mail Order Pharmacy
Benefit Offered?

Prescription Drug Template

Prescription Drug Deductible

Drug EHB Deductible: In-Network—Individual
Drug EHB Deductible: In-Network—Family
(When "Medical & Drug Deductibles
Integrated?” value is “Yes,” "Included with
Medical" displays)

Plans & Benefits Template

Prescription Drug Out of Pocket
Maximum

Drug EHB Maximum Out-of-Pocket: In-
Network—Individual

Drug EHB Maximum Out-of-Pocket: In-
Network—Family

(When "Medical & Drug MOOP Integrated?"
value is “Yes,” "Included with Medical"
displays)

Plans & Benefits Template

How to Access Doctors and Hospitals

Provider Directory

Network URL

Network ID

National Provider Network

National Network

Plans & Benefits Template

Referral Required to See a
Specialist

Referral required to see a specialist

Plans & Benefits Template

Hospital Based Services

Emergency Room Services

Emergency Room Services

Plans & Benefits Template

Inpatient Physician and Surgical
Services

Inpatient Physician and Surgical Services

Plans & Benefits Template

Inpatient Hospital Services (e.g.,
Hospital Stay)

Inpatient Hospital Services (e.g., Hospital
Stay)

Plans & Benefits Template

Outpatient Physician and
Surgical Services

Outpatient Surgery Physician/Surgical
Services

Plans & Benefits Template

Outpatient Hospital Services

Outpatient Facility Fee

Plans & Benefits Template

Coverage Examples

Total Cost of Having a Baby

SBC Scenario—Having a Baby. Sum of the
following data elements:

Deductible

Copayment

Coinsurance

Limit

Plans & Benefits Template

Total Cost of Managing Diabetes

SBC Scenario—Managing Diabetes. Sum of
the following data elements:

Deductible

Copayment

Coinsurance

Limit

Plans & Benefits Template
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Table 2D-10. Anticipated Plan Compare Data Elements—Plan Detail View

Plan Compare label name

Total Cost of Treating a Simple

Fracture

Template value

SBC Scenario—Treatment of a Simple
Fracture. Sum of the following data elements:
Deductible

Copayment

Coinsurance

Limit

Template source

Plans & Benefits Template

Adult Dental Coverage

Routine Dental Services

Routine Dental Services (Adult)

Plans & Benefits Template

Basic Dental Care

Basic Dental Care—Adult

Plans & Benefits Template

Major Dental Care

Major Dental Care—Adult

Plans & Benefits Template

Orthodontia

Orthodontia—Adult

Plans & Benefits Template

Find Dentists

Network URL

Network ID

Pediatric Dental Coverage

Check-Up

Dental Check-Up for Children

Plans & Benefits Template

Basic Dental Care

Basic Dental Care—Child

Plans & Benefits Template

Major Dental Care

Major Dental Care—Child

Plans & Benefits Template

Orthodontia Orthodontia—Child Plans & Benefits Template
Medical Management Programs
Asthma Disease Management Programs Offered Plans & Benefits Template

Heart Disease

Disease Management Programs Offered

Plans & Benefits Template

Depression

Disease Management Programs Offered

Plans & Benefits Template

Diabetes

Disease Management Programs Offered

Plans & Benefits Template

High Blood Pressure &
Cholesterol

Disease Management Programs Offered

Plans & Benefits Template

Low Back Pain

Disease Management Programs Offered

Plans & Benefits Template

Pain Management

Disease Management Programs Offered

Plans & Benefits Template

Pregnancy

Disease Management Programs Offered

Plans & Benefits Template

Weight Loss Program

Disease Management Programs Offered

Plans & Benefits Template

Other Benefits

Acupuncture

Acupuncture

Plans & Benefits Template

Chiropractic Care

Chiropractic Care

Plans & Benefits Template

Infertility Treatment

Infertility Treatment

Plans & Benefits Template

Mental/Behavioral Health
Outpatient Services

Mental/Behavioral Health Outpatient Services

Plans & Benefits Template

Mental/Behavioral Health
Inpatient Services

Mental/Behavioral Health Inpatient Services

Plans & Benefits Template

Habilitative Services

Habilitative Services

Plans & Benefits Template

Bariatric Surgery

Bariatric Surgery

Plans & Benefits Template

Outpatient Rehabilitative
Services

Outpatient Rehabilitation Services

Plans & Benefits Template
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Table 2D-10. Anticipated Plan Compare Data Elements—Plan Detail View

Plan Compare label name | Template value | Template source
Skilled Nursing Facility Skilled Nursing Facility Plans & Benefits Template
Private-Duty Nursing Private-Duty Nursing Plans & Benefits Template

5.10 Plan Compare Cost-Sharing Display Rules

Below is a summary of the anticipated deductible, MOOP, copay, and coinsurance cost sharing display logic for
Plan Compare for Individual Market coverage effective starting January 1, 2018. It covers the majority of
situations but is not exhaustive. This should not be viewed as the final display logic for Plan Compare, and CMS
may make changes after these instructions are published. It is provided here as a reference for issuers before
submitting QHP Applications.

5.10.1 Deductible and MOOP Plan Compare Display Logic

+ If medical and drug amounts are integrated, then the total amount for the medical and drug data element
will display on the Plan Summary page. “Included with Medical” will display on the plan details page under
the drug amounts.

¢ If medical and drug amounts are not integrated, only the medical amount displays on the plan summary
page. The drug amount displays in the prescription drug details section on the plan detail page.

+ If only one person is in the enroliment group, the individual MOOP and deductible amount displays on the
plan summary and plan details pages.

¢ Onthe plan summary page, if more than one person is in the enroliment group, the Family Per Group
MOOP amount displays. The dollar amount will display followed by “Per Group.”

¢ Onthe plan summary page, if there is more than one person in the enroliment group, a family per-group
deductible amount displays on the plan summary page if the issuer entered either $0 or a positive dollar
amount for the family per-group data field. The dollar amount will display followed by “Per Group.” If there
is more than one person in the enroliment group and the plan design does not have a per-group
deductible (i.e., the Family Per Group Deductible is “Not Applicable”), then the per-person deductible will
display on the Plan Summary View. The dollar amount will display followed by “Per Person.”

¢ On the plan details page, the Family Per Group and the Family Per Person deductible and MOOP
amounts will appear.

¢ The out-of-network deductible and MOOP are not displayed on Plan Compare.

5.10.2 Covered Benefit Plan Compare Display Logic

¢ Generally speaking, the Plan Compare display logic considers the entered values for copay and
coinsurance. For example, if the issuer enters “Not Applicable” for copay and “20%” for coinsurance for a
specialist visit, “20%” will display on Plan Compare.

¢ When copay is “Not Applicable” and rounded coinsurance is greater than zero and less than 100 percent,
the coinsurance value is displayed.

¢ When copay is greater than zero and coinsurance is “Not Applicable,” the entered copay value is
displayed.

¢ If coinsurance is equal to “100%,” a benefit is displayed as “Not Covered.”
+ “No Charge After Deductible” is displayed if the following occurs:
= “No Charge After Deductible” is entered for copay and coinsurance.

= The issuer entered “Not Applicable” for copay and “No Charge After Deductible” for coinsurance, or
vice versa.
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¢ “No Charge” is displayed when the combination of entered copay and coinsurance values include “0,” “No
Charge,” or “Not Applicable.” Similarly, if any of the aforementioned values include copay or coinsurance
qualifiers of “After Deductible,” then “No Charge After Deductible” is displayed.

¢ When copay and coinsurance are each greater than zero, both are displayed.
5.11 Troubleshooting the Plans & Benefits Add-In File

When opening the Add-In file before the template, Excel sometimes loads an older version of the Add-In file not
compatible with the template. This causes run-time errors when entering data into the template or clicking
buttons on the Plans & Benefits ribbon.

1. Always save the Plans & Benefits Template in the same folder as the Add-In file for best results.

2. Never rename the Add-In file to a different name.

3. Ensure that only one copy of the Add-In file is on the computer; delete all extra copies. When downloading a
new one, always “Replace” the old version.

If the issuer still experiences run-time errors, Excel may have loaded a previous version of the Add-In file. Take
the following steps:

1. Open Excel only (no template or file). The Excel ribbon should not have a Plans & Benefits ribbon. If the
Plans & Benefits ribbon appears, go to File > Options > Add-Ins > Manage: Excel Add-Ins > Go > uncheck
Plansbenefitsaddin > OK (Figure 2D-21 through Figure 2D-23). In Excel 2007, the labels may differ slightly.

Figure 2D-21. Excel Options Window
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% Exit

(E;IS Version 1 118 2018 QHP Application Instructions



Figure 2D-22. Add-Ins Tab in Excel Options Window
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2. Verify that the Plans & Benefits ribbon is gone.

3. Open a Plans & Benefits Template.

4. The template should open the Add-In automatically after Enable Macros is clicked. This means the

template successfully loaded the Add-In.
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5.12 Simple Choice Plan Design and Corresponding Add-In File

1. The Simple Choice Plan Add-In file is provided to assist users in populating all cost sharing information for
plans that are using a Simple Choice plan design. The details for the purpose and parameters of the Simple
Choice plans are specified in the HHS Notice of Benefit and Payment Parameters for 2018.

2. The purpose of Simple Choice plan options is to simplify the consumer shopping experience by providing
plans that consumers can more easily compare across issuers in the individual market. In each state, there
will be one set of Simple Choice plan options with a specified cost sharing structure at each of the bronze,
silver, silver CSR (73% AV, 87% AV, and 94% AV plan variation), gold, and bronze HDHP metal levels.
Each Simple Choice plan design has a set deductible, MOOP, and copay or coinsurance value for a key set
of EHBs. Those benefits include urgent care and all EHBs that are in the AVC, as they comprise a large
percentage of the total allowable costs for an average enrollee. Other benefits and plan features are not
standardized and may vary by issuers.

3. Table 2D-11 through Table 2D-13 show the covered benefits and cost sharing amounts for each of the
Simple Choice plan designs. All plan designs in the second set of standardized options apply to

Marketplace(s) in the states of Delaware, lowa, Kentucky, Louisiana, Missouri, Montana, and New
Hampshire. The third set of standardized options applies to the Marketplace in New Jersey. The plan

designs in the first set of options apply to issuers in all other states.

Note: Simple Choice plan designs are not applicable to SADPs, and there are no Simple Choice plan
options for the Catastrophic and Platinum metal levels or SHOP plans. Also, note that each silver plan CSR
variation has its own Simple Choice plan design.

Table 2D-11. 2018 Simple Choice Plan Options—Set One

HSA-
eligible

Bronze

Bronze
HDHP

Silver

Silver 73%

CSR Plan
Variation

Silver 87%

CSR Plan
Variation

Silver 94%

CSR Plan
Variation

Actuarial Value (%) | 62.68% | 61.97% 71.05% 73.95% 87.61% 94.69% 80.65%
Deductible $6,650 $6,000 $3,500/ $3,000/ $700/$0 $250/$0 $1,400/$0
(Med/Rx) $500 $200
Annual Limitation $7,350 $6,000 $7,350 $5,850 $2,450 $1,250 $5,000
on Cost Sharing
Emergency Room 40% No charge 20% 20% 20% 5% 20%
Services after
deductible
Urgent Care $75 (*) | No charge | $75 (*) $75 (%) $40 (*) $25 () $60 (*)
after
deductible
Inpatient Hospital 40% No charge 20% 20% 20% 5% 20%
Services after
deductible
Primary Care Visit $35 (*) | No charge | $30 () $30 (%) $10 (*) $5 (%) $20 (*)
after
deductible
Specialist Visit $75 (*) | No charge | $65 (*) $65 (*) $25 (%) $10 () $50 (*)
after
deductible
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Table 2D-11. 2018 Simple Choice Plan Options—Set One

HSA-
eligible

Silver 94%
CSR Plan
Variation

Silver 73%
CSR Plan
Variation

Silver 87%
CSR Plan
Variation

Bronze

Bronze HDHP Silver

Mental Health/ $35 (*) | No charge | $30 (*) $30 (*) $10 (%) $5 (%) $20 (%)
Substance Use after
Disorder Outpatient deductible
Office Visit
Imaging (CT/PET 40% No charge 20% 20% 20% 5% 20%
Scans, MRISs) after
deductible
Speech Therapy 40% No charge 20% 20% 20% 5% 20%
after
deductible
Occupational 40% No charge 20% 20% 20% 5% 20%
Therapy/Physical after
Therapy deductible
Laboratory Services 40% No charge 20% 20% 20% 5% 20%
after
deductible
X-rays and 40% No charge 20% 20% 20% 5% 20%
Diagnostic after
Imaging** deductible
Skilled Nursing 40% No charge 20% 20% 20% 5% 20%
Facility after
deductible
Outpatient Facility 40% No charge 20% 20% 20% 5% 20%
Fee (for example, after
Ambulatory Surgery deductible
Center)
Outpatient Surgery 40% No charge 20% 20% 20% 5% 20%
Physician/Surgical after
Services deductible
Generic Drugs $35 (*) | No charge | $15 (*) $15 (*) $5 (*) $3 (*) $10 (*)
after
deductible
Preferred Brand 35% | No charge | $50 (*) $50 (*) $25 (%) $5 (%) $40 (*)
Drugs after
deductible
Non-Preferred 40% | Nocharge | $100 $100 (*) $50 (*) $10 (%) $75 (*)
Brand Drugs after *)
deductible
Specialty Drugs 45% No charge 40% 40% 30% 25% 30%
after
deductible

(*) = not subject to the deductible.

** Excludes X-rays and diagnostic imaging associated with office visits (except for HDHPS).
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Table 2D-12. 2018 Simple Choice Plan Options—Set Two

HSA-
eligible

Bronze

Bronze
HDHP

Silver 73%
CSR Plan

Silver Variation

Silver 87%
CSR Plan

Variation

Silver 94%
CSR Plan

Variation

Actuarial Value (%) 62.79% 61.97% 71.03% 73.88% 87.70% 94.68% 80.60%
Deductible (Med/Rx) $6,650 $6,000 $3,500/ $3,000/ $700/$0 $250/%$0 $1,400/$0
$500 Rx $200 Rx
Annual Limitation on $7,350 $6,000 $7,350 $5,850 $2,450 $1,250 $5,000
Cost Sharing
Emergency Room 40% No charge 20% 20% 20% 5% 20%
Services after
deductible
Urgent Care $75 (*) | No charge $75 (%) $75 (*) $40 () $25 (*) $60 (*)
after
deductible
Inpatient Hospital 40% No charge 20% 20% 20% 5% 20%
Services after
deductible
Primary Care Visit $35 (*) | No charge $30 (%) $30 (*) $10 (%) $5 (*) $20 (*)
after
deductible
Specialist Visit $75 (*) | No charge $65 (*) $65 (*) $25 (%) $10 (*) $50 (*)
after
deductible
Mental Health/ $35 (*) | No charge $30 (*) $30 (*) $10 () $5 (*) $20 (%)
Substance Use after
Disorder Outpatient deductible
Office Visit
Imaging (CT/PET 40% No charge 20% 20% 20% 5% 20%
Scans, MRIs) after
deductible
Speech Therapy $35 (*) | No charge $30 () $30 (*) $10 () $5 (%) $20 (*)
after
deductible
Occupational $35 (*) | No charge $30 (*) $30 (*) $10 (*) $5 (%) $20 (*)
Therapy/Physical after
Therapy deductible
Laboratory Services 40% No charge 20% 20% 20% 5% 20%
after
deductible
X-rays and 40% No charge 20% 20% 20% 5% 20%
Diagnostic Imaging** after
deductible
Skilled Nursing 40% No charge 20% 20% 20% 5% 20%
Facility after
deductible
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Table 2D-12. 2018 Simple Choice Plan Options—Set Two

HSA-
eligible Silver 73% | Silver 87% | Silver 94%
Bronze CSR Plan CSR Plan CSR Plan
Bronze HDHP Silver Variation Variation Variation
Outpatient Facility 40% No charge 20% 20% 20% 5% 20%
Fee (for example, after
Ambulatory Surgery deductible
Center)
Outpatient Surgery 40% No charge 20% 20% 20% 5% 20%
Physician/Surgical after
Services deductible
Generic Drugs $35 (*) | No charge $15 () $15 (%) $5 (%) $3 (%) $10 (*)
after
deductible
Preferred Brand $40 No charge $50 (*) $50 (*) $25 (*) $5 (%) $40 (*)
Drugs (copay | after
applies | deductible
only
after
deduct-
ible)
Non-Preferred Brand $45 No charge | $100 (*) $100 () $50 (*) $10 (*) $75 (*)
Drugs (copay | after
applies | deductible
only
after
deduct-
ible)
Specialty Drugs $50 No charge $150 $150 (copay $75 (%) $20 (*) $100(*)
(copay | after (copay | applies only
applies | deductible applies after drug
only only deductible)
after after
deduct- drug
ible) deduct-
ible)

(*) = not subject to the deductible.

** Excludes x-rays and diagnostic imaging associated with office visits (except for HDHPs).

Table 2D-13. 2018 Simple Choice Plan Options—Set Three

HSA-
eligible Silver 73% | Silver 87% | Silver 94%
Bronze CSR Plan CSR Plan CSR Plan
Bronze HDHP Silver Variation Variation Variation
Actuarial Value 64.84% 61.97% 71.53% 73.63% 87.61% 94.53% 80.80%
(%)
Deductible $3,000 $6,000 $2,500 $2,500 $700 $250 $1,000
(Med/Rx)
Annual Limitation $7,150 $6,000 $7,150 $5,850 $2,450 $1,250 $5,000
on Cost Sharing
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Table 2D-13. 2018 Simple Choice Plan Options—Set Three

HSA-
eligible Silver 73% | Silver 87% | Silver 94%
Bronze CSR Plan CSR Plan CSR Plan
Bronze HDHP Silver Variation Variation Variation
Emergency 50% No charge 40% 30% 20% 5% 30%
Room Services after
deductible
Urgent Care $50 () No charge $50 (*) $50 (*) $40 (*) $25 (%) $40 ()
after
deductible
Inpatient Hospital $500 (per No charge 40% 30% 20% 5% 30%
Services day; applies | after
only after deductible
deductible)
Primary Care $35 (*first 3 | No charge $30 (*) $30 (*) $10 (*) $5 (*) $25 (*)
Visit visits; then | after
subjectto | deductible
deductible
and $35
copay after
deductible)
Specialist Visit $75 (applies | No charge $60 (*) $60 (*) $25 (*) $10 (*) $40 (%)
only after after
deductible) | deductible
Mental Health/ $35 (applies | No charge $30 (*) $30 (*) $10 (*) $5 (*) $25 (*)
Substance Use only after after
Disorder deductible) | deductible
Outpatient Office
Visit
Imaging (CT/PET $100 No charge | $100 (*) $100 () $75 (*) $40 (*) $100 (*)
Scans, MRIs) (applies only | after
after deductible
deductible)
Speech Therapy | $35 (applies | No charge $30 (*) $30 (*) $10 (%) $5 (%) $25 ()
only after after
deductible) | deductible
Occupational $35 (applies | No charge $30 (*) $30 (*) $10 (*) $5 (*) $25 (*)
Therapy/Physical only after after
Therapy deductible) | deductible
Laboratory 50% No charge 40% 30% 20% 5% 30%
Services after
deductible
X-rays and 50% No charge 40% 30% 20% 5% 30%
Diagnostic after
Imaging** deductible
Skilled Nursing $500 (per No charge 40% 30% 20% 5% 30%
Facility day; applies | after
only after deductible
deductible)
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Table 2D-13. 2018 Simple Choice Plan Options—Set Three

HSA-
eligible Silver 73% | Silver 87% | Silver 94%
Bronze CSR Plan CSR Plan CSR Plan
Bronze HDHP Silver Variation Variation Variation

Outpatient 50% No charge 40% 30% 20% 5% 30%
Facility Fee (for after
example, deductible
Ambulatory
Surgery Center)
Outpatient 50% No charge 40% 30% 20% 5% 30%
Surgery after
Physician/Surgic deductible
al Services
Generic Drugs $25 () No charge $25 (*) $25(*) $5 (*) $3 (%) $10 ()

after

deductible
Preferred Brand 50% No charge $50 (*) $50 (*) $25 (*) $5 (*) $25 (%)
Drugs after

deductible
Non-Preferred 50% No charge $75 (%) $75 () $50 (*) $10 () $50 (*)
Brand Drugs*** after

deductible

(*) = not subject to the deductible.
** Excludes x-rays and diagnostic imaging associated with office visits (except for HDHPS).

***Eor compliance with applicable New Jersey state requirements, the Simple Choice plan options are limited to three drug tiers. They do not have a
separate specialty drug tier. For the purposes of calculating the AV using the AVC, which is based on a four-drug tier system, the cost saving value
for non-preferred brand drugs will be assigned to the specialty drug tier.

4. |If the issuer intends to apply the Simple Choice plan design to a plan at a given metal level, it must select
Design 1, Design 2, Design 3, Design 4, or Design 5 from the drop-down menu in the Design Type field. If
the issuer has only one Simple Choice plan at a given metal level, it would select Design 1. If the issuer has
two or more Simple Choice plans at a given metal level, it would select Design 1 for the first one, Design 2
for the second, and so on.

5. Populate the rest of the Benefits Package worksheet following the instructions detailed in Section 4 of these
instructions.

a. On each Benefits Package worksheet that has one or more plans using a Simple Choice plan design,
ensure that every benefit listed in Table 0-11 above is set as Covered under the Is this Benefit
Covered? field; otherwise, the Add-In will not run.

6. Create the corresponding Cost Share Variances worksheet using the Plans & Benefits Add-In file. For
further instructions on how to create a Cost Share Variances worksheet, please refer to Section 4.

7. To load the Simple Choice Plan Add-In, open the file. Unlike the Plans & Benefits Template Add-In, open
the Simple Choice Plan Add-In or it will not load into the Plans & Benefits Template.

8. Pressthe Populate Simple Choice Plan button under the Simple Choice Plan Add-In ribbon
(Figure 2D-24).
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Figure 2D-24. Populate Simple Choice Plan Button
FILE HOME INSERT PAGE LAYOUT FORMULAS DATA REVIEW  VIEW DEVELOPER 2018 Simple Choice v1.0 Plans and Benefits v7.0

o} P

Populate Simple User Detailed Simple Choice
Choice Plan Data nstructions Plan Description

Populate Simple Choice Plag# User Instructions Payment Motice Link

9. If everything runs correctly, the issuer will see the message below appear (Figure 2D-25); otherwise an error
message will appear and indicate what needs to be corrected to proceed. After everything has been
corrected, press the Populate Simple Choice Plan button again.

a. The Populate Simple Choice Plan button will populate every field listed in Table 2D-11 on the Cost
Share Variances worksheet. The populated values depend on the metal level of the Simple Choice plan
and correspond to the values listed in Table 2D-11.

Figure 2D-25. Successful Population of Simple Choice Plan Data

Microsoft Excel &J

The Simple Choice Plan information has successfully been populated for
all plan variations that are using a Simple Choice Plan Design.

.

10. There are now two bronze Simple Choice plans in each set: a conventional bronze Simple Choice plan and
a bronze high deductible health plan (HDHP). Both of these Simple Choice plans should have the metal
level of Expanded Bronze. To indicate which bronze Simple Choice plan the issuer wants to implement, use
the HSA Eligible field in the Cost Share Variances worksheet to indicate which Simple Choice plan you
intend to offer. If you want a plan to follow the Simple Choice plan for the conventional bronze plan, please
select “No” for the field HSA Eligible." If you want the plan to follow the Simple Choice plan for the HDHP
bronze, select “Yes” for the field HSA Eligible.

11. For plans in New Jersey (Simple Choice Plan Options—Set Three), the text below will auto-populate into the
Primary Care Benefit Explanation field on Benefits Package tabs that contain bronze Simple Choice plans,
and it will appear to consumers for all plans on these Benefits Package tabs. To prevent inaccurate
consumer messaging, place the bronze Simple Choice plan(s) on a separate Benefits Package. No Simple
Choice plan data will populate until the bronze Simple Choice plans are moved (Figure 2D-26). If the
Primary Care Benefit Explanation field already contains text, the bronze Simple Choice plan language will
be appended to the end of this text.

“Bronze Simple Choice Plans: The first 3 primary care doctor visits are not subject to the deductible or
coinsurance. Each of the first 3 visits is subject to a copayment of $35 only. Starting with the 4th visit, the
deductible and MOOP wiill apply.”

Additionally, an error was included in the 2018 Payment Notice for the silver Simple Choice plan. Please
note that the cost sharing for “Speech Therapy” and “Occupational and Physical Therapy” is a $30 copay,
corrected from a $50 copay. The add-in file will automatically populate the correct amounts.

@S Version 1 126 2018 QHP Application Instructions



Figure 2D-26. New Jersey Bronze Simple Choice Plan Warning Message

Warning: Primary Care Benefit Explanation for Bronze Standardized Plans ﬂ

WARNING: The text below wil auto-populate into the Primary Care Benefit
Explanation field on Benefits Package tabs that contain bronze standardized plans,
and appear to consumers for all plans on these Benefits Packages tabs. To
prevent inaccurate consumer messaging, place your bronze standardized plan(s)
on a separate Benefits Package. No standardized plan design data wil populate until
the bronze standardized plans are moved.

'Primary Care Benefit Explanation’ field text

Bronze Standardized Plans: The first 3 primary care doctor visits are not subject
o the deductible or coinsurance. Each of the first 3 visits is subject to a
copayment of $45 only. Starting with the 4th visit, the deductible and
coinsurance wil apply.

If the '"Primary Care Benefit Explanation' field already contains text, the bronze
standardized plan language wil be appended to the end of this text.

12. The Simple Choice Plan Add-In file contains two buttons in addition to the main Populate Simple Choice
Plan button.

a. The User Instructions button (Figure 2D-27) contains convenient abbreviated instructions similar to the
instructions detailed here for reference while working in the Plans & Benefits Template.

b. The Detailed Simple Choice Plan Description (Figure 2D-28) button hyperlinks to the HHS Notice of
Benefit and Payment Parameters for 2018 for a detailed description of the Simple Choice plans purpose
and parameters.

Figure 2D-27. User Instructions Button

[ user instnsctions H
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2 Simple Choice Plan Design Add-in User Instructions
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._' 1) | Populate all information on the Benefits Package tab before running the Simple Choice Plan Design
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@ the “Design Type” column, To indicate that a plan should use a Simple Cholce Plan Design, select
9 "Design 17, "Design 2%, "Design 3, "Design 47, or "Design 5° from the drop down menu. Plans
10 without one of thesa options selected will not be treated as wsing a Simple Cholca Plan Design.
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2 3) | The following benefits must be covired by any plan that i using a Simple Cholce Plan Design,
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Rating Module

Users of the Rating Module are assigned to one or both of the following roles: the Issuer Submitter, an individual
who submits the data necessary to complete the Rating Module, and the Issuer Validator, an individual who
validates the data necessary to complete the Rating Module.

This module is divided into various sections, and the tabs to navigate through the sections of the module are
listed on the top of the page. There are three tabs to this module: the Data Submitter page, the Data Validator
page, and the Final Submission page (Figure 3-1).

Figure 3-1. Three Module Tabs

Data Submitter Data Valdator =inal Submissson

The Data Submitter page allows submitters to work on an existing application or view an application that the
issuer already submitted (Figure 3-2). The Data Validator page allows validators to view a list of all submitted
applications. This section also allows validators to upload supporting documents and answer supplemental
responses through HIOS (Figure 3-3). The Final Submission page allows the submitter to cross-validate data
between modules and submit the QHP Application (Figure 3-4).

Each of these tabs is broken down further with information that needs to be entered to create a new application
or edit an existing application. For the Data Submitter page, all sections listed in the lower section and to the
left-hand side of the page need to be completed before moving on to the Data Validator pages.

Figure 3-2. Upload/Download Data Submitter Page
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idmamanet fygs: ik Nsim& Sidbied 4k Dala S18iis
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Figure 3-3. Data Validator Snapshot

Crata Submithar Data Valldator Final Submission
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Yes @ No

Figure 3-4. Final Submission Snapshot
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To qualkfy for QHP Certrfication, Cross Validation must be passed. To cross validate template data within & submission, click the Cross \alidate or Submit Butbon. A
submission must pass crose valdation prior to the submission window cinsing in order to be a certified QHR.

Please Mole: The Rate Review module submission{s) are reguired in onder 0 successfully complete cross-vakdation.

Module Submission Date Status
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Section 3A: Rates Table
1. Introduction

In the Rates Table section, issuers must define the premium rate that the issuer charges for each type of
subscriber that a plan covers. These instructions apply to QHP and SADP issuers.

2. Data Requirements
To complete this section, issuers will need the following:

1. HIOS Issuer ID;
2. Federal Taxpayer Identification Number (TIN); and
3. Plan IDs.

3. Quick Reference

Key Changes for 2018

+ In the Rating Method variable, issuers indicate whether all plans on a worksheet use age-based rates or family-
tier rates.

+ For plans using age-based rates, there are child age bands for ages 0-14, 15, 16, 17, 18, 19, and 20. These
replace the 0—20 child age band found in previous template versions.

« For plans using age-based rates, there is a 64 and over age band. This replaces the 64 and 65 and over age
bands found in previous template versions.

SADPs should be entered on a separate Rates Table Template from QHPs.
Issuers are encouraged to use separate sheets for individual plans and SHOP plans.
For individual market plans, the rate effective date must be January 1, 2018.

For SHOP plans with trended quarterly rates, the rate effective date must correspond with the calendar
quarters (January 1st, April 1st, July 1st, or October 1st). Each worksheet in the Rates Table Template is
bound to a separate effective date range. An issuer submitting SHOP trended quarterly rates should submit a
separate worksheet for each date range that a set of rates will be in effect.

® 6 o o
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4. Detailed Section Instructions

Rates Table Template | Steps
HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
Federal TIN Enter the 9-digit (xx-xxxxxxx) TIN.
Rate Effective Date Enter the rate effective date as mm/dd/yyyy.

For individual market plans, the rate effective date must be January 1, 2018.

+ For SHOP plans with trended quarterly rates, the rate effective date must correspond
with the calendar quarters (January 1st, April 1st, July 1st, and October 1st). Each
worksheet in the Rates Table Template is bound to a separate effective date range. An
issuer submitting SHOP trended quarterly rates should submit a separate worksheet for
each date range that a set of rates will be in effect.

+ Anissuer submitting a SHOP quarterly rate change should submit the entire template
with updated worksheets for the effective date range of the quarterly rate change
during the applicable quarterly rate change submission window. An issuer may submit
rate changes that would apply for the next quarter and/or any subsequent quarter in the
remaining plan year. An issuer should not change or delete rates for any current or
previous quarter during the submission window. For example, during the submission for
updated second quarter SHOP rates, the first quarter rates should match the original
submission. For SHOP medical plans, the changes must be consistent with the revised
index rates that are submitted in the corresponding Unified Rate Review Template.

Rate Expiration Date Enter the rate expiration date as mm/dd/yyyy.

« Forindividual market plans, the rate expiration date must be December 31, 2018.

+ For SHOP plans, the rate expiration date must correspond with the calendar quarters
(March 31st, June 30th, September 30th, or December 31st).

Rating Method Select whether the plans on the worksheet use age-based rates or family-tier rates.

Note: Only issuers in states that do not permit rating for age or tobacco use and that
establish uniform family tiers and corresponding multipliers or issuers entering rates for
individual market SADPs are eligible to select “Family-Tier Rates.” A list of states that use
family-tier rating is available here: http://www.cms.gov/CCIIO/Programs-and-
Initiatives/Health-Insurance-Market-Reforms/state-rating.html#family

Add Sheets Use the Add Sheet button to add additional worksheets for the following:

+ If the issuer has SHOP plans with different rate effective and expiration dates. All plans
on a single worksheet must have the same effective and expiration dates.

+ To separate individual market plans and SHOP plans.

o If the issuer offers individual market SADPs that use individual and family-tier rating.
Note that FF SHOP and SP SHOP (State Partnership Small Group Health Options
Program) SADPs can only use individual rating.

+ To separate by rating area.

Plan ID Enter the 14-character alphanumeric HIOS-generated plan ID (XXXXXAAXXxXxxX) that
identifies the plan associated with the rates in that row.

Rating Area Select the rating area from the list. The rating area is the geographic area where the
rates in the row are valid. Rating areas are defined by each state. A list of rating
areas for each state is available here: http://cms.gov/CCIIO/Programs-and-
Initiatives/Health-Insurance-Market-Reforms/state-gra.html.

(EMS Version 1 131 2018 QHP Application Instructions


http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/state-rating.html#family
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/state-rating.html#family
http://cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/state-gra.html
http://cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/state-gra.html

Rates Table Template | Steps

Tobacco If using age-based rates, select from the following options in the drop-down menu to

indicate whether rates vary on the basis of tobacco use:

¢ Tobacco User/Non-Tobacco User—if rates are different for tobacco and non-tobacco
users. If this option is selected, rates must be entered for non-tobacco and tobacco
users. Market rules require tobacco rates to be no more than 1.5 times higher than the
corresponding non-tobacco rate within a single age band.®
Note: Small group market medical plans (including SHOP QHPs) with tobacco
rating must offer a wellness program designed to prevent or reduce tobacco use in
accordance with Section 2705 of the PHS Act, and indicate the wellness program
on their Plans & Benefits Template. If the plan does not offer such a wellness
program, the plan cannot rate for tobacco use.
Note: For FF SHOP and SP SHOP, if an enrollee indicates that he or she will
complete a tobacco cessation program offered by the plan, the non-tobacco rate
will be used.

+ No Preference—if the rate applies to tobacco and non-tobacco users. No separate
rates should be submitted for tobacco and non-tobacco users.

Age If using age-banded rates, the template will automatically generate a row for each
age band 0-14 through 64 and over.

« If the issuer elects to rate by tobacco use, then tobacco rates for the child age bands of
0-14, 15, 16, and 17 will be auto-populated with the non-tobacco rates of the
corresponding child age bands if the non-tobacco rates are first entered in the
template. The issuer will have the option of editing the auto-populated non-tobacco
rates.

« For dental plans only: Individual market SADPs that meet the definition of excepted
benefits are not subject to the market rating rules. These plans may adjust for rating
age bands that are not present in this template. In the Plan Attributes section of the
Plans & Benefits Template, individual market SADP issuers have the option to elect
whether they are voluntarily complying with the rating rules in this template
(“Guaranteed”), or if the issuer reserves the right to make further premium adjustments
(“Estimated”). The plan display will then indicate to consumers whether the displayed
SADP premium is a guaranteed rate or an estimated rate. Please note that to be
offered on the Marketplace, FF SHOP and SP SHOP SADPs must provide guaranteed
rates.

If the issuer is in a state that does not permit rating for age or tobacco use and
establishes uniform family tiers (and corresponding multipliers), or is entering rates for
an individual market SADP using “Family-Tier Rates” as the rating method, skip to
Family Tier.

1042 U.S. Code 300 gg — Fair Health Insurance Premiums.
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Rates Table Template | Steps

Individual Rate « Enter the individual rate that applies to that row. Market rules require individual
rates to vary on the basis of age by not more than 3 times the age-21 rate. In
addition, QHPs may not have a 0—20 age rate higher than the 21-age rate and
must follow the federal age-rating curve, or state age-rating curve for issuers in
states with state age-rating curves within the 1:3 market rule. A list of states using
state-specific age curve variations is available
here: https://www.cms.gov/CCIlIO/Programs-and-Initiatives/Health-Insurance-
Market-Reforms/Downloads/state specific_age curve variations 021317.pdf

Note: QHPs and SADPs must enter a value above $0.00 for all age bands under the

Individual Rate column unless the QHP or SADP has a value of “Allows Child-Only”

under the Child-only Offering column of the Plans & Benefits Template. QHP child-only

offerings must enter a positive non-zero value for the 0-14, 15, 16, 17, 18, 19 and 20 age
bands and are allowed to enter a value of $0.00 for adult age bands 21 through 64 and

over. SADP child-only offerings must enter a positive non-zero value for the 0-14, 15, 16,

17 and 18 age bands and are allowed to enter a value of $0.00 for adult age bands 19

through 64 and over.

¢ QHPs and SADPs that rate by tobacco use should enter a positive non-zero value
under the Individual Tobacco Rate column for age bands 18 through 64 and over.
QHPs and SADPs are allowed to enter a value of $0.00 as the tobacco rate for
child age bands 0-14, 15, 16 and 17. QHP child-only offerings are allowed to
enter a value of $0.00 as the tobacco rate for adult age bands 21 through 64 and
over. SADP child-only offerings are allowed to enter a value of $0.00 as the
tobacco rate for adult age bands 19 through 64 and over.

Family Tier Issuers in states that do not permit rating for age or tobacco use and that establish
uniform family tiers and corresponding multipliers, or individual market SADP issuers
that selected “Family-Tier Rates” in the rating method field will enter the individual
rate in the individual rate field. Selecting “Family-Tier Rates” will also generate the
following family tier columns:

+ Individual Rate (required): Enter the rate of an individual non-tobacco or no preference
enrollee on a plan.

+ Couple (required): Enter the rate for a couple. A couple is defined as a primary
subscriber and his or her spouse. A couple may also be a domestic partnership or
same-sex partnership if allowed by the issuer in the Business Rules Template.

¢ Primary Subscriber and One Dependent (required): Enter the rate for a primary
subscriber with one dependent.

¢ Primary Subscriber and Two Dependents (required): Enter the rate for a primary
subscriber with two dependents.

& Primary Subscriber and Three or More Dependents (required): Enter the rate for a
primary subscriber with 3 or more dependents.

¢ Couple and One Dependent (required): Enter the rate for a couple with one
dependent.

¢ Couple and Two Dependents (required): Enter the rate for a couple with two
dependents.

¢ Couple and Three or More Dependents (required): Enter the rate for a couple with 3
or more dependents.

In the family tier option defined above, a dependent is defined as any dependent

relationship allowed by the issuer that falls under the maximum age of a dependent

as defined in the Business Rules Template. If any member of the enroliment group is
determined to be ineligible, no rate will be returned for that plan.
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Figure 3A-1 shows an example of a completed Rates Table Template when “Age-Based Rates” is selected.

Figure 3A-1. Rates Table Template (Age-Based Rates)

2018 Rates Table Template V7.1 Al fields with an asterisk ( *) are required. To validate press Validate button or Girl + Shift + |. To finalize, press Finalize button or Ciri + Shift + F.

Validate
Finalize

If you are in a community rating state, select Family-Tier Rates under Rating Method and fill in all columns.

If you are not in a community rating state, select Age-Based Rates under Rating Method and provide an Individual Rate for every age band.
If Tobacco is Tobacco User/Non-Tobacco User, you must give a rate for Tobacco Use and Non-Tobacco Use.

To add a new sheet, press the Add Sheet butfon, or Cirl + Shift + H. All plans must have the same dates on a sheet

HIOS Issuer ID* 12345
Federal TIN*|12-3456789

Rate Effective Date” 1112018
Rate Expiration Date* 12/31/2018

Rating Method®| Age-Based Rates

Add Sheet

Plan ID* Rating Area ID* Tobacco® Age* Individual Rate”
Required: Required: Required:
Required: Required: Select i Tobaceo use of subserber BUSSA10 ooy oo ore Cuporiner cigile for _ ENEST e Tae o7 an Individual Nen-
Enter the 14-character Plan ID Select the Rating Area D determine if a person is eligible for a rate from F— Tobacco or No Preference enrollee on &
a plan plan

12345AB 1234567 Rating Area 1 No Preference 0-14 10.00
12345AB1234567 Rating Area 1 No Preference 15 11.00
12345AB1234567 Rating Area 1 No Preference 16 12.00
12345AB1234567 Rating Area 1 No Preference 17 13.00

Figure 3A-2 shows an example of a completed Rates Table Template when “Family-Tier Rates” is selected.

Figure 3A-2. Rates Table Template (Family Tier Rates)

2018 Rates Table Template v7.1 Al fislds with an asterisk (*) are required. To validate press Validate butfon or Cirf + Shift + 1. To finalize, press Finalize button or Ctr + Shift + F.

WValiale I

Finalize:

If your &re in @ communify rating stafe, salect Family-Tier Rafes vnder Rating Method and fill in all columns.
I s awee mead are i cxermuenty raling slate, st Age-Basd Rates ander Balng Mitbod ard provede an neadal Bate for every agie Band

I Tobaceo s Tobaceo UseeMNon- Tobacon User, ver i riede for Tobacoo Use and Non- Tobacoo Use.

To add a new sheal, prass ihe Add Sheet button, or Cid + Shift + M AN plans must have the same dates on a sheat

HIOS lssuer ID¢) 12345
Federal TIN®|12.34567A9

Hater Elfective Date” 1172018
Rate Expiration Date’ 127172018
Hating Method” | Farmity-Teer Hales
Add Sheel
e Farmily Twer
. L o . ibea Primary Subscriber
Plan ID* Rating Area ID* Individual Rate* Couple * Grimeary,Subend boriulEsima yiSubscr e e TRiceor Mote
and O Dependent”  and Two Dependents )
Deependents
Required:
Required: Enter e rate of a coupke Required: Required: Required:
Required: Required: Enter e rate of an ingividual Non- basedonthe parngofs Etertherateofafamly  Entermersteofsfamdy  Enterthe rate of a tamty
Enler tve 14-character Pan © Seect the Hateg fies & Tobacco or No Freference eniole on e prmary enicles and s based on s s;ge parent wihl based on 8 sige parenl wih based on a snghs parest win
secondary subsciiber (6.3 one depandant tw dependents three o more dependents
husband
1Z345AB 1224587 Rating Area 1 10.00 20.00 15.00 25.00 30.00

Once the Rates Table Template is completed, issuers must validate, finalize, and upload it into HIOS.

Template Validation Steps

Validate Template

Click the Validate button in the top left of the template. The validation process
identifies any data issues that need to be resolved. If no errors are identified, finalize
the template.

Validation Report

If the template has any errors, a Validation Report will appear in a pop-up box
showing the data element and cell location of each error. Correct any identified
errors, and click Validate again. Continue this process until all errors are resolved.

Finalize Template

Click the Finalize button in the template. The Finalize function creates the .XML file
of the template that will need to be uploaded in the Rates section of the Rating
Module in HIOS.

Save Template

Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel .XLSM file and the finalized .XML file in the same
folder.

Upload Template

Upload the saved file in the Rates section of the Rating Module in HIOS. Refer to the
Rating Module User Guide for details on how to complete this.
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Section 3B: Business Rules
1. Introduction

In the Business Rules section, issuers must answer a series of questions that are used to calculate rates and
determine if an enroliment group is eligible for coverage under a plan. These instructions apply to QHP and
SADP issuers.

2. Data Requirements
To complete this section, issuers will need the following:

1. HIOS Issuer ID;
2. Federal Taxpayer Identification Number (TIN); and
3. Plan IDs.

3. Quick Reference

Key Changes for 2018
+ No changes for the 2018 QHP Application

+ Rules associated with individual and SHOP plans should be entered into one Business Rules Template.

+ The first row of rules (Row 10) is the base set of issuer business rules, which must have blank values for the
product ID and plan ID and must have data entered for all subsequent columns. This row applies to all
products and plans associated with the HIOS Issuer ID, including individual, SHOP, QHP, and SADP products
and plans. Products or plans with rules that differ from the base set of issuer business rules are defined at the
product or plan level on the subsequent rows.

4. Detailed Section Instructions

Note for SERFF Submitters: The HIOS system allows only one set of issuer-level business rules (Row 10). If
an issuer submits two templates (for example, one in the Individual Market SERFF binder and one in the SHOP
SERFF binder), each with different issuer-level business rules (Row 10), the last template uploaded by the state
from SERFF into HIOS will apply to all plans, individual market and SHOP, unless the product or plan is listed
separately. The issuer-level rules (Row 10) submitted on the first template uploaded will be overwritten by the
issuer-level rules (Row 10) submitted on the second template uploaded.

To avoid problems connected with issuer-level rule overwrites, all Business Rules Template issuer-level
business rules (Row 10) should be the same. Products and plans that do not adhere to the business rules
described at the issuer level (Row 10) should be further described in the rows below Row 10, as described in
the instructions below.

Business Rules Template| Steps

HIOS Issuer ID Enter the five-digit HIOS Issuer ID.
Federal TIN Enter the 9-digit (xx-xxxxxxx) TIN.
Product ID For products with rules that differ from those entered in Row 10, enter the 10-

character (xxxxxAAxxx) HIOS-generated product ID number that identifies the

product that will be associated with the rules defined in that row.

« If a product ID is entered, then the rules defined in that row will be applied to all plans
associated with that product ID. All other plans and products will use the rules
associated with either the HIOS Issuer ID in Row 10 or a different product ID rule.
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Business Rules Template |

Steps

« If no product ID is entered, the rules associated with the HIOS Issuer ID in Row 10 will
be used for all products.

Plan ID

Enter the 14-character alphanumeric HIOS-generated plan ID (XXXXXAAXXXXXXX) that
identifies the plan that will be associated with the rates in that row.

« If a plan ID is entered, then the rules defined in that row will be applied to that plan ID
only. All other plans and products will use the rules associated with the HIOS Issuer
ID rule, product ID rule, or a different plan ID rule.

« If no plan ID is entered, then the rules for the product ID associated with that plan ID
will be used for all plans. If no product ID rules were entered, the rules associated with
the HIOS Issuer ID in Row 10 will be used for all products and plans.

How are rates for
contracts covering two
or more enrollees
calculated?

Select one of the following two options from the drop-down menu:

¢ There are rates specifically for couples and families (not just addition of
individual rates):

Use this selection if a QHP issuer in a state that does not permit rating for age

or tobacco use, or if an individual market SADP issuer in any state. Health

insurance issuers in states that require community rating must determine

premiums for family coverage by using uniform family tiers and the

corresponding multipliers established by the state.

Note for SHOP issuers: Please do not make this selection for FF-SHOP or

SP-SHOP products or plans. To display any FF-SHOP or SP-SHOP on-

Marketplace plans, select the next option. This applies to QHPs and SADPs.

+ A different rate (specifically for parties of two or more) for each enrollee is
added together:

Use this selection if a QHP issuer (except those in pure community rated

states with uniform family tiers and corresponding multipliers) or a SHOP

issuer. Premium rates are calculated by adding the per-member rates and

providing the sum. Individual market SADP issuers may also use individual

rating if allowed by the state.

What are the maximum
number of underage
(under 21) dependents
used to quote a two-
parent family?

Select the maximum number of underage (under 21) dependents from the drop-
down menu.

What are the maximum
number of underage
(under 21) dependents
used to quote a single
parent family?

Select the maximum number of children (under age 21) from the drop-down menu.

Is there a maximum age
for a dependent?

Set the maximum age for a child for purposes of eligibility. Choose from the
following options:

¢ Yes—if selected, a pop-up will appear allowing the issuer to enter the maximum age
with a default value of 21 or higher. QHP issuers must enter a minimum value of 25.
SADP issuers must enter a minimum value of 21. Please note that the age entered is
inclusive through that age. For example, a value of 25 is through age 25, up to age 26.

¢ Not Applicable—if selected, then there is no maximum age and the dependent is
allowed to enroll regardless of age as long as he or she meets the other eligibility
rules.

& Market rules require QHP issuers that make available dependent coverage of children
to make such coverage available for children until attainment of age 26.1!

1145 CFR 147.120.
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Business Rules Template |

Steps
« Dental plans are not subject to the minimum dependent age of 25 and may have a
dependent age as low as 21.
= Note: Maximum age for dependent applies only to the dependent
relationships of Child, Adopted Child, Brother or Sister, Foster Child, and
Stepson or Stepdaughter.

What are the maximum
number of children used
to quote a children-only
contract?

Select the maximum number of children allowed to be rated on a child-only plan.

Are domestic partners
treated the same as
secondary subscribers?

Selection determines whether a Domestic Partner is allowed to be covered as a
secondary subscriber. Please note that domestic partners are not differentiated by
sex and can be same-sex or opposite-sex:

¢ Yes—If selected, allows Domestic Partners to be considered a “two-parent
household” (referred to in “What are the maximum number of underage dependents
used to quote a two-parent family?”) for rating and eligibility purposes. (Note: If “Yes”
is selected, indicate “Life Partner” as an allowable relationship in “What relationships
between primary and dependent are allowed, and is the dependent required to live in
the same household as the primary subscriber?”)

No—If selected, does not allow Domestic Partners to be considered a “two-parent
household” for rating and eligibility purposes. (Note: Issuers may choose to cover a
Life Partner as an eligible dependent relationship in “What relationships between
primary and dependent are allowed, and is the dependent required to live in the same
household as the primary subscriber?” even if Domestic Partners are not treated the
same as secondary subscribers. The Life Partner will not count toward a “two-parent
household” for rating and eligibility purposes.)

Are same-sex partners
treated the same as
secondary subscribers?

Selection determines whether a Same-Sex partner is covered as a secondary
subscriber. Choose from the following options:

¢ Yes—If selected, then the primary subscriber/Same-Sex partner will be treated as a
“two-parent household” (referred to in “What are the maximum number of underage
dependents used to quote a two-parent family?”) for rating and eligibility purposes.
(Note: If “Yes” is selected, indicate “Life Partner” as an allowable relationship in “What
relationships between primary and dependent are allowed, and is the dependent
required to live in the same household as the primary subscriber?”)

No—If selected, then the primary subscriber/Same-Sex partner will not be treated as a
“two-parent household” for rating and eligibility purposes. (Note: Issuers may choose to
cover a Life Partner as an eligible dependent relationship in “What relationships
between primary and dependent are allowed, and is the dependent required to live in
the same household as the primary subscriber?” even if Same-Sex partners—other
than spouses—are not treated the same as secondary subscribers. The Life Partner
will not count toward a “two-parent household” for rating and eligibility purposes. )

How is age determined
for rating and eligibility
purposes?

Select how age is defined to determine if a consumer is eligible for a plan rate.
Choose from the following options:

¢ Age on effective date—Return the rate based on the consumer’s age on the effective
date.

Age on January 1st of the effective date year—Return the rate based on the
consumer’s age on January 1st of the effective date.

Age on insurance date (age on birthday nearest the effective date)—Return the
rate based on the consumer’s age closest to the effective date of the plan.

Age on January 1st or July 1st—Return the rate based on the following:
If the date of enroliment is before July 1st, then use the age as of January 1st.
If the date of enrollment is after July 1st, then use the age as of July 1st.

*

>
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Business Rules Template| Steps

o Market rules require QHP plans to select the first option, “Age on Effective Date,”
whereas dental plans may choose from any of the four options above.*? Please note,
to be offered on-Marketplace, FF SHOP and SP SHOP SADPs should select only
“Age on Effective Date.” No matter the entry, all FF SHOP and SP SHOP plans, QHPs
and SADPs, will be displayed according to “Age on Effective Date.”

How is tobacco status Select how to determine if the tobacco rate is returned when calculating rates.
returned for subscribers | Choose from the following options:

and dependents? + No tobacco use for at least [x] months—If selected, a pop-up will appear asking for
the number of months used to determine tobacco use. Market rules require QHP
issuers to enter a tobacco look-back period of no more than 6 months. Dental issuers
are not subject to the look-back period.*® Please note that FF SHOP and SP SHOP
plans will not recognize look-back periods other than 6 months. Rates will be tobacco
or non-tobacco depending only on whether an enrollee indicates that he or she was
an active tobacco user within the last 6 months (tobacco rate) or not an active tobacco
user within the last 6 months (non-tobacco rate). In addition, if the enrollee indicates
that he or she will complete a tobacco cessation program offered by the plan, the non-
tobacco rate will be used.

¢ Not Applicable—If selected, then there are no separate tobacco and non-tobacco
use rates.

« If rates are calculated by adding up individual rates, then the sum will be a
combination of tobacco rates for individuals who qualify for the tobacco rate and the
non-tobacco rate for individuals who qualify for the non-tobacco rate.

« For states that (1) do not permit rating for age or tobacco use and (2) establish
uniform family tiers and corresponding multipliers, there are no separate tobacco rates
for each family tier.

What relationships + Select from the pop-up list which relationships are allowed to be included when
between primary and returning rates and if the dependent must live in the same household to be eligible to
dependent are allowed, return a rate. All selected relationships will be accepted regardless of the sex of either
and is the dependent the primary or dependent. Please note that the FF-SHOP and SP-SHOP do not
required to live in the differentiate between dependents who live with the primary subscriber and those who
same household as the do not.
primary subscriber? + Note that for the FF-SHOP and SP-SHOP, only Spouse, Adopted Child, Foster Child,
Ward, Stepson or Stepdaughter, Self, Child, Life Partner and Other Relationship are
accommodated.

« For each relationship, select “Yes” or “No” if the dependent is required to live in the
same household:
= Yes—The dependent must live in the same household to be eligible to be on
the same plan and included in the rate calculation when the relationship is
allowed.

= No—The dependent may live in or outside the same household to be eligible
to be on the same plan and included in the rate calculation when the
relationship is allowed. Please note that the FF-SHOP and SP-SHOP do not
differentiate between dependents who reside with the primary subscriber and
those who do not.

= Market rules require QHP issuers that make available dependent coverage of
children to make such coverage available for children until attainment of age
26, regardless of support, residency, or dependency factors.

= QHP products and plans that cover children must select a value of “No” for
whether the child dependent is required to live in the same household. This

12 45 CFR 147.102(a)(1)(iii).
13 45 CFR 147.102(a)()(iv).
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Business Rules Template

requirement applies for all child dependent relationships, including Child,
Adopted Child, Foster Child, and Stepson or Stepdaughter.

+ Select the relationship “Life Partner” to cover all unmarried partnership relationships,
such as life partnerships and domestic partnerships. Please note that relationships are
not differentiated by sex. If an individually rated plan covers Spouses and Life
Partners, same-sex and opposite sex Spouses and Life Partners are covered.

A sample completed Business Rules Template is shown in Figure 3B-1.

2018 Business Rules Template v7.0

Validate
Finalize

HIOS Issuer ID*

Figure 3B-1. Sample Business Rules Template

All fields with an asterisk (*) are required. To validate the templaie, press Validate button or Cirl + Shift + . To finalize the template, |
Enter the Issuer Rule on the first row (no Product ID or Plan ID)

For each Product rule, enter only the Preduct ID and the business rules that differ from the Issuer Rule

For each Plan rule, enter only the Plan ID and the business rules that differ from the Product or Issuer Rule

12345

TIN"|12-3456789

Product ID

What are the
maximum number
of under age
(under 21)
dependents used
to quote a single
parent family?

What are the
maximum number of
children used to quote
a children-only
contract?

What are the maximum
number of under age
{under 21) dependents
used to quote a two
parent family?

How are rates for
contracts covering two or
more enrollees
calculated?

Plan ID
(Standard Component)

Is there a maximum
age for a dependent?

There are rates

specifically for couples

and for families (not just 2 1
addition of individual

rates)

Not Applicable 1

Once the Business Rules Template is completed, issuers must validate, finalize, and upload it into HIOS.

Template Validation Steps

Validate Template

Click the Validate button in the top left of the template. The validation process identifies
any data issues that need to be resolved. If no errors are identified, finalize the
template.

Validation Report

If the template has any errors, a Validation Report will appear in a pop-up box showing
the data element and cell location of each error. Correct any identified errors, and click
Validate again. Continue this process until all errors are resolved.

Finalize Template

Click the Finalize button in the template. The Finalize function creates the .XML file of
the template that will need to be uploaded in the Business Rules section of the Rating
Module in the QHP Application System.

Save Template

Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel .XLSM file and the finalized .XML file in the same folder.

Upload Template

Upload the saved file in the Business Rules section of the Rating Module in the QHP
Application System. Refer to the Rating Module User Guide for details on how to
complete this.
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Appendix

This appendix contains information that indirectly affects the QHP Application.
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Appendix 1: Actuarial Value Calculator
1. Introduction

To satisfy the AV requirements of 45 CFR 156.140 and 156.420, QHP issuers must use the AV Calculator
(AVC) developed and made available by HHS for the given benefit year unless the plan design is not compatible
with the AVC (a unique plan design) (45 CFR 156.135). To assist with this calculation, the Plans & Benefits
Template facilitates an automated AV calculation using the AVC and the data entered into the template. In
addition, upon submission of a QHP Application, HHS recalculates this value to validate that an issuer’s plan
designs meet AV requirements. 4

2. Purpose

The purpose of this section is to describe how the cost-sharing information from the Plans & Benefits Template
is translated into the inputs for the stand-alone AVC. This information is applicable to QHP and SADP issuers.

3. Quick Reference

Key Changes to the Plans & Benefits Template Related to the AVC?® for 2018

+ The expanded bronze option has been added to the Plans & Benefits Template to align with the final 2018
Payment Notice.

+ The “copay before deductible” option is renamed to “copay with deductible” in the Plans & Benefits Template.

« Issuers will be able to input copays for Outpatient Facility Fee and Outpatient Surgery Physician/Surgical
Services in the Plans & Benefits Template and map to the AVC.

& The de minimus range for the AV of Bronze, Silver, Gold and Platinum plans is now -4/+2 instead of +/-2 and
-4/+5 for Expanded Bronze (the de minimis variation for a silver plan variation of a single percentage point still

applies). Therefore, issuers must use the Revised Final 2018 AV Calculator for calculating AV in the Plans &
Benefits Template.

+ Download the revised final 2018 stand-alone AVC, which is available
at: https://www.ghpcertification.cms.gov/s/Plans%20and%20Benéefits.

¢ There are many underlying changes to the AVC this year. Issuers should review the User Guide found on the
first tab of the AVC and the AVC methodology for information on these changes.*®

« If a user is having difficulty matching AVs from the Plans & Benefits Template to the stand-alone AVC, follow
the instructions in Section 5.2 on Troubleshooting.

¢ The AVC has been updated with an “Additional Notes” field that outputs new error messages that can be seen
only in the stand-alone AVC. These notes are intended to help AVC users understand the AVC’s assumptions
and provide some information on the AV calculation being run in the AVC, including how the special cost-
sharing provisions are being engaged in the calculations. When an AV calculation is not returned because of
an input error, please check the “Additional Notes” field for an explanation of the error.

« If any changes are made to the Plans & Benefits Template after running the Check AV Calc procedure, rerun
the procedure so that the AVs in the AV Calculator Output Number field are updated to reflect the changes.
¢ When unique plan design features cause the AVC to yield a materially different AV result from that of other

approved methods, the plan is not compatible with the AVC. In that case, use one of the alternate accepted
methods of AV calculation described in 45 CFR 156.135(b).

14 For additional information on the AVC, see the AVC Methodology at https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits
15 For an overview of the stand-alone AVC changes for 2018, please refer to the AVC User Guide at:
https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits

16 The AVC methodology can be found at: https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits
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4. About the AVC

The Plans & Benefits Template uses the AVC to calculate AVs for all standard, non-catastrophic plans, all silver
plan CSR variations, and all limited cost-sharing plan variations. The AVC cannot be used with catastrophic or
stand-alone dental plans. The Check AV Calc procedure skips catastrophic plans entered in the Plans &
Benefits Template and stops running when used with a dental Plans & Benefits Template. If the Cost Share
Variances worksheet contains unique plan designs and non-unique plan designs, the Check AV Calc procedure
attempts to calculate an AV for the unique as well as the non-unique plan designs. If the stand-alone AVC
returns an error for a unique plan design, resulting in a blank AV Calculator Output Number, the issuer does not
need to address the error to validate the template, so long as the issuer’'s AV falls within the relevant de minimis
range. While not required, CMS recommends that issuers run the Check AV Calc procedure on Cost Share
Variances worksheets that contain unique plan designs so that the issuers’ submissions include the AV
Calculator Output Number for plans that do not generate an error in the stand-alone AVC.

5. Detailed Section Instructions

Table Al-1. Plans & Benefits Check AV Calc Steps

Check AV Calc Steps

The Check AV Step 1 Select the relevant Cost Share Variances worksheet, and fill out all the cost-sharing
Calc procedure P information necessary to run the AVC.
on the Plans & Click the Check AV Calc button. The Check AV Calc procedure will prompt the user

Benefits ribbon | Step 2 to select the file location of the stand-alone AVC.

allows the user , — , -
to calculate AVs + A prompt will appear asking if the issuer would like to save the screenshots.

for all applicable + Select “Yes” if the screenshots will be saved. Using the prompt, select_ the file
plans. Step 3 name and location to save the output and create a copy of the AVC_ w_|th
worksheets that contain AV screenshots for each plan and plan variation.
+ Select “No” if the screenshots will not be saved, and the Check AV Calc procedure
will complete without creating any new files.

A validation message box will appear with the Status/Error Messages from the AVC
for each plan or plan variation. The AV Calculator Output Number (Column F in the
Step 4 Cost Share Variances worksheet) is updated with the AV from the AVC. If an error
prevented an AV from being calculated, the AV Calculator Output Number is left
blank.

If any changes are made to the Plans & Benefits Template after running the Check
Step 5 AV Calc procedure, the user must rerun the procedure so that the AVs in the AV
Calculator Output Number field are updated to reflect the changes.

After the AVC is completed, a procedure auto-populates the AV for each plan or plan
variation and copies the resulting AVs into the Plans & Benefits Template. The AVC
file selected also should not have any saved output worksheets in it; otherwise, the

Step 6 AVC will return a warning message for each plan in the Plans & Benefits Template,
and the user will need to close all of the messages to finish the Check AV Calc
procedure.

Upload + Copy the screenshots into a Word document (HIOS does not allow Excel files as
Screenshotinto | e 7 supporting documents).
HIOSY (Optional) + Upload a screenshot of the stand-alone AVC with the Plan Name, Plan ID, and

HIOS Issuer ID fields filled in as a supporting document, and include the HIOS
Plan ID (Standard Component) and date in the file name.

17 Issuers can use the stand-alone AVC to test plan designs, but they do not need to submit a completed stand-alone AVC or other
supplemental documentation, such as a screenshot, except in scenarios described later (see Section 5.1). Instead, they submit a completed
Plans & Benefits Template that includes the AVs populated by the Check AV Calc procedure.
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5.1 Unigue Plan Design

If the plan design is unique for purposes of calculating AV under 156.135(b), the issuer application should
include the Unigue Plan Design Supporting Documentation and Justification. The signed and dated actuarial
certification certifies that a member of the American Academy of Actuaries performed the calculation, which
complies with all applicable federal and state laws and actuarial standards of practice.

For plan designs that are calculated in accordance with 156.135(a) and do not need to use an alternative
method under 156.135(b), issuers should first try to use the integrated version of the AVC for those plans before
reverting to the use of the unique plan design option.

For plans compatible with the AVC, issuers must always use an actuarially justifiable process when inputting
their plan designs into the AVC.18 If the AV obtained from the template is not identical to the AV obtained from
the stand-alone AVC, do the following:

1. Ensure the template has been filled out correctly per the instructions in appendix 1.
2. Follow the steps below on troubleshooting the AVC.

3. After following the troubleshooting steps, determine whether the user can replicate the results of the
stand-alone AVC using the Plans & Benefits Template and its Check AV Calc procedure.

a. If the user cannot replicate the stand-alone AVC results because of the design of the Plans &
Benefits Template, but the AVs obtained from the stand-alone AVC and through the Plans &
Benefits Template both fall within the relevant de minimis range for the plan’s metal level or CSR
variation, the user does not need to designate the plan as a unique plan design. Instead, the user
shall set the Unique Plan Design field equal to “No” and leave the Issuer Actuarial Value field blank.

b. If the AV obtained via the Plans & Benefits Template does not fall within the relevant de minimis
range but the AV obtained via the stand-alone AVC does, designate that particular plan as a unique
plan design by setting the Unique Plan Design field equal to “Yes.” For this plan, complete the
Issuer Actuarial Value field with the value from the stand-alone AVC. The AV from the stand-alone
AVC must fall within the relevant de minimis range. Also, upload a screenshot of the stand-alone
AVC with the Plan Name, Plan ID, and HIOS Issuer ID fields filled in as a supporting document and
include the Plan ID (Standard Component) and date in the file name. In this situation, designating
the plan as a unique plan design does not require submission of an actuarial certification, and the
plan is not considered unique for review purposes.

4. While many reasons issuers cannot match AVs between the Plans & Benefits Template and AVC have
been eliminated, certain cases still remain. The following are two examples in which the cost-sharing
input in the Plans & Benefits Template may differ from the cost-sharing input in the AVC:

a. One or more benefits applies a coinsurance that is not subject to the deductible in the
deductible range, which is not supported by the AVC.

b. One or more benefits that can be split into component parts have a coinsurance equal to the
default coinsurance, but the issuer does not wish to split the benefits into their component parts
during the coinsurance phase. The X-rays and Diagnostic Imaging category can be split into
Primary Care and Specialist Office Visit components. The following benefits can be split into
Outpatient Facility and Outpatient Professional components: Mental/Behavioral Health and
Substance Abuse Disorder Outpatient Services, Imaging (CT/PET Scans, MRIs), Speech
Therapy, Occupational and Physical Therapy, Laboratory Outpatient, and Professional
Services.

18 For additional guidance, see the May 16, 2014, CMS Frequently Asked Questions on actuarial value, available at
http://www.cms.qov/CCIlIO/Resources/Fact-Sheets-and-FAQs/Downloads/Final-Master-FAQs-5-16-14.pdf.
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5.2 Differences between Stand-alone AV Calculator and Plans & Benefits Template

The screenshot feature, as mentioned at the start of this section allows for a quick comparison between plan
designs created using the Plans & Benefits Template and those manually entered into the stand-alone AVC.
When using the Check AV Calc feature in the Plans & Benefits Template, the user can select “Yes” after a
prompt appears asking if the user wants to save the AVC screenshots. The user then selects the location where
he or she wants the screenshots to be saved. The screenshot file can be opened and used to compare the
screenshots found with the tabs with the screenshots the user has manually created in the stand-alone AVC.
This side-by-side comparison can be very helpful in determining if the cost-sharing structure has been entered
and applied as intended.

Table A1-2. Comparing Plans & Benefits and Stand-Alone AVC Screenshots

Create and Compare Screenshots

Step 1 Calculate the Plan’s AV in the Stand-Alone AVC and save the screenshot.

Step 2 Calculate the Plan’s AV in the Plans & Benefits Template, and save the screenshot.

Step 3 Compare the two screenshots in Steps 1 and 2 line by line to identify the difference. The
P difference is what is causing the AV impact.

For example, if a plan is supposed to have a $30 copay for Primary Care Visits, the cost sharing would be
entered into the stand-alone AVC as shown in Figure Al-1. However, if the user entered the benefit cost sharing
in the Plans & Benefits Template as shown in Figure Al1-2, the AV from the stand-alone AVC and the AV
returned from the Check AV Calc button in the Plans & Benefits Template would be significantly different. To
resolve the discrepancy between the two AVs, the issuer could open the screenshot file created by the Check
AV Calc macro and the stand-alone AVC. Upon comparing the stand-alone AVC screenshot (Figure Al-1) and
the Plans & Benefits Template Screenshot (Figure Al-3), the issuer would see that the Subject to Deductible?
checkbox is checked in the Plans & Benefits screenshot, indicating that the copay is being applied with the
deductible only in the Plans & Benefits Template. The issuer could resolve this by referring to Table A1-4, which
shows how to correctly enter cost sharing to ensure that it maps from the Primary Care Visit to Treat an Injury or
lliness field as intended.

Figure Al-1. Stand-alone AVC Screenshot

Click Here for Important Instructions Tier 1

§ Subject to Subject to Coinsurance, if Copay, if

Type of Benefit _ i i
Deductible? Coinsurance? different separate
Medical All All

Emergency Room Services
All Inpatient Hospital Services (inc. MHSU)
Primary Care Visit to Treat an Injury or lllness (exc. Preventive, and X-rays) O O $30.00

Figure A1-2. Example Plans & Benefits Cost Sharing

Primary Care Visit to Treat an Injury or lliness

Copay Coinsurance

In Network (Tier 1) In Network (Tier 2} Out of Network In Network (Tier 1} in Network (Tier 2) Out of Network

$30.00 Not Applicable No Charge after deductible 100.00%
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Figure A1-3. Screenshot Created by Check AV Calc

Click Here for Important Instructions Tier 1
. Subject to Subject to Coinsurance, if Copay, if
Type of Benefit ) i i
Deductible? Coinsurance? different separate
Emergency Room Services
All Inpatient Hospital Services (inc. MHSU)
Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and X-rays) 0 $30.00

6. Field Mapping

This section describes how the Check AV Calc procedure maps data from the Plans & Benefits Template into
the AVC. The user does not need to perform these mappings, which take place automatically. If any of the
required data fields in the Plans & Benefits Template are blank or contain invalid values, the procedure returns
an error. The layout of the following instructions is intended to align to the order that the fields appear in the
Plans & Benefits Template.

6.1 Metal Tier

The Level of Coverage selected for the plan in the Plans & Benefits Template is mapped to the Desired Metal
Tier in the AVC.

New for 2018: Expanded Bronze Plans and De Minimis Range Change

Expanded Bronze Plans: This year the AV Calculator (AVC) includes a new option for users to indicate that
the user is running an expanded bronze plan as finalized in the HHS Notice of Benefit and Payment
Parameters. The expanded bronze plan option in the AVC allows the user to calculate the AV for bronze
plans that meet certain requirements and, therefore, the user would be allowed to use an expanded
bronze plan de minimis range. The option may be used only if the bronze plan either covers and pays
for at least one major service, other than preventive services, before the deductible, or it meets the
requirements to be a high deductible health plan within the meaning of 26 U.S.C. 223(c)(2) as
established at 45 CFR 156.140(c). The AVC does not check the plan for compliance with the
requirements to use the expanded bronze plan de minimis range. It is the responsibility of the bronze
plan issuer to ensure that its bronze plan meets the requirements under this policy at 45 CFR
156.140(c) if the issuer uses the expanded bronze plan de minimis range in the AVC. For those bronze
plans, the allowable AV variation for such plans is -4 percentage points and +5 percentage points.
Please see the AV Calculator Methodology and 2018 Notice of Benefit and Payment Parameters final
rule for more information. For expanded bronze and silver plan CSR variations, the Indicate if Plan
Meets CSR or Expanded Bronze AV Standard? checkbox in the AVC is checked. To ensure that the
correct continuance table is used for these plans, the Desired Metal Tier depends on the AV level of the
variation. The Desired Metal Tier for silver plan variances is set equal to “Silver” for the 73 percent
variation, “Gold” for the 87 percent variation, and “Platinum” for the 94 percent variation. The Desired
Metal Tier must be set to “Bronze” for expanded bronze plans. De Minimis Range: In April, the Centers
for Medicare & Medicaid Services (CMS) released a final rule, Patient Protection and Affordable Care
Act; Market Stabilization that amends 45 CFR 156.140(c) which establishes the de minimis variation
range for the AV level of coverage. Specifically, for plan years beginning on or after January 1, 2018,
the allowable variation in the AV of a health plan that does not result in a material difference in the true
dollar value of the health plan is -4 percentage points and + 2 percentage points, as well as allows
certain bronze plans to have to an AV of -4/+5 percentage points. The exception exists for bronze plans
that either cover and pay for at least one major service, other than preventive services, before the
deductible or meet the requirements to be a high deductible health plan within the meaning of 26 U.S.C.
223(c)(2), in which case the allowable variation in AV for such plan is -4 percentage points and +5
percentage points.
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6.2 Health Savings/Reimbursement Account (HSA/HRA) Options

If HSA/HRA Employer Contribution is equal to “Yes” in the Cost Share Variances worksheet of the Plans &
Benefits Template, the HSA/HRA Employer Contribution? checkbox in the AVC is checked. The dollar amount
entered for the HSA/HRA Employer Contribution Amount in the Plans & Benefits Template is mapped to the
Annual Contribution Amount in the AVC.

Figure Al-4 shows the health savings account/health reimbursement account (HSA/HRA) input fields in the
Plans & Benefits Template, and Figure A1-5 shows the corresponding input fields in the AVC.

Figure Al-4. HSA/HRA Input Fields in Plans & Benefits Template

HSA/HRA Detail

A H RA HSA/HRA Employer
HSA Eligible Employer L
L Contribution Amount
Contribution
Yes Yes $500.00

Figure A1-5. HSA/HRA Input Fields in AVC

HSA/HRA Options
HSA/HRA Employer Contribution?

Annual Contribution Amount: 5500.00

6.3 Tiered Network Options

The AVC can accommodate plans using a multi-tiered, in-network plan design with up to two tiers of in-network
services. The user may input separate cost-sharing parameters—such as deductibles, default coinsurance
rates, MOOPs, and service-specific copayments and coinsurance—and specify the share of utilization that
occurs within each tier. The resulting AV is a blend of the AVs for the two tiers.*®

If Multiple In Network Tiers? is equal to “Yes” in the Cost Sharing Variances worksheet of the Plans & Benefits
Template, the Tiered Network Plan? checkbox in the AVC is checked. The 1st Tier Utilization and 2nd Tier
Utilization fields in the Plans & Benefits Template are mapped to the 1st Tier Utilization and 2nd Tier Utilization
fields in the AVC. The Plans & Benefits Template requires that all silver plan CSR and limited cost-sharing plan
variations have the same 1st Tier Utilization and 2nd Tier Utilization as the standard plan.

The Tiered Network Plan? checkbox in the AVC is not related to the Plan Type selection in the Plans & Benefits
Template. Non-point-of-service (POS) plans can have multiple in-network tiers in the Plans & Benefits Template,
resulting in the Tiered Network Option checkbox being checked in the AVC.

Figure Al1-6 shows the multi-tier input fields in the Plans & Benefits Template, and Figure A1-7 shows the
corresponding input fields in the AVC.

19 For more information on this option, please refer to the AV Calculator Methodology and User Guide located in the first tab of the AVC
here: https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits.
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Figure A1-6. Multiple In-Network Tier Options in Plans & Benefits Template

Multiple In

Network 1st Tl.er 2nd Tl.er
X Utilization™ Utilization
Tiers?*
Yes 80% 20%

Figure A1-7. Multi-Tier Options in AVC
Tiered Network Option
Tiered Network Plan?
1st Tier Utilization: 80%
2nd Tier Utilization: 20%

With the “Not Applicable” option, issuers can now explicitly indicate which benefits have tiered cost sharing in a
plan with multiple in-network tiers. If a benefit has a Copay—In Network (Tier 2) and a Coinsurance—In Network
(Tier 2) equal to “Not Applicable,” the Check AV Calc procedure assumes the benefit does not have tiered cost
sharing and uses the Copay—In Network (Tier 1) and Coinsurance—In Network (Tier 1) values when mapping
to Tier 2 in the AVC. This exception to the Tier 2 mapping applies to all fields other than MOOPs, default
coinsurance, and deductibles, but for simplicity it will not be noted in the individual sections that follow.

6.4 MOOP and Deductible Values

The AV calculation uses the individual MOOP and deductible limits to calculate the AV of the plan. Therefore,
individual MOOPs and deductibles from the Plans & Benefits Template are used as inputs for the AVC. The
individual MOOPs and deductibles mapped to the AVC are not the family per-person MOOPs and deductibles.

Because some plans may have only combined in- and out-of-network MOOPSs or deductibles, rather than
separate in-network and out-of-network MOOPs or deductibles, the following logic determines which MOOPs
and deductibles from the Plans & Benefits Template are used as inputs for the AVC.

The following applies if the plan does not have multiple in-network tiers:

1. If the In Network field is equal to a dollar value (“$X”), the In Network field is used for the AVC.

2. If the In Network field is equal to “Not Applicable” and the Combined In/Out of Network field is equal to
a dollar value, the Combined In/Out of Network field is used for the AVC.

3. If the In Network and Combined In/Out of Network fields are equal to “Not Applicable,” the Plans &
Benefits Template returns an error when attempting to calculate an AV.

The following applies if the plan has multiple in-network tiers:

1. If the In Network and In Network (Tier 2) fields are equal to dollar values, the In Network and In
Network (Tier 2) fields are used for the AVC.

2. Ifthe In Network and In Network (Tier 2) fields are equal to “Not Applicable,” and the Combined In/Out
of Network field is equal to a dollar value, the Combined In/Out of Network field is used for the AVC. In
that case, the Combined In/Out of Network MOOP or deductible is mapped to the Tier 1 and Tier 2
MOOPs or deductibles, respectively, in the AVC.

3. The Plans & Benefits Template returns an error when attempting to calculate an AV in the following
scenarios:

a. The In Network field is equal to a dollar value and the In Network (Tier 2) field is equal to “Not
Applicable.”

b. The In Network field is equal to “Not Applicable” and the In Network (Tier 2) field is equal to a
dollar value.
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c. The In Network, In Network (Tier 2), and Combined In/Out of Network fields are equal to “Not
Applicable.”

6.4.1 Maximum Out-of-Pocket

If Medical & Drug Maximum Out-of-Pocket Integrated? is equal to “Yes” in the Cost Share Variances worksheet
of the Plans & Benefits Template, the Use Separate OOP Maximum for Medical and Drug Spending? checkbox
in the AVC is unchecked. The following applies to integrated MOOPs:

1. The Maximum Out-of-Pocket for Medical and Drug EHB Benefits (Total)—In Network—Individual or
Maximum Out-of-Pocket for Medical and Drug EHB Benefits (Total)—Combined In/Out Network—
Individual value in the Plans & Benefits Template is mapped to the Tier 1 OOP Maximum in the AVC,
depending on the logic above.

2. If the plan has multiple in-network tiers, the Maximum Out-of-Pocket for Medical and Drug EHB Benefits
(Total)—In Network (Tier 2)—Individual or Maximum Out-of-Pocket for Medical and Drug EHB Benefits
(Total) —Combined In/Out Network—Individual value in the Plans & Benefits Template is mapped to the
Tier 2 OOP Maximum in the AVC.

Figure A1-8 shows the integrated medical and drug MOOP fields in the Plans & Benefits Template, and
Figure A1-9 shows a corresponding example in the AVC.

Figure A1-8. MOOP for Medical and Drug EHB Benefits (Total) Fields in Plans & Benefits Template

Maximum Out of Pocket for Medical and Drug EHB Benefits (Total)

In Network In Network (Tier 2) Out of Network

Individual Family Individual Family Individual Family

$4,000 54000 per person | $8000 per group $10,000 $10000 per person | $20000 per group

Figure A1-9. Integrated Deductible and MOOP in AVC

Tier 1 Plan Benefit Design

Medical Combined

Deductible ($) $1,500.00
Coinsurance (%, Insurer's Cost Share) 70.00%
MOOP ($) $4,000.00

MOOP if Separate (5)

If Medical & Drug Maximum Out-of-Pocket Integrated? is equal to “No” in the Cost Share Variances worksheet
of the Plans & Benefits Template, the Use Separate OOP Maximum for Medical and Drug Spending? checkbox
in the AVC is checked. The following applies to separate MOOPs:

1. The Maximum Out-of-Pocket for Medical EHB Benefits—In Network—Individual or Maximum Out-of-
Pocket for Medical EHB Benefits—Combined In/Out Network—Individual value in the Plans & Benefits
Template is mapped to the Tier 1 Medical MOOP in the AVC.

2. The Maximum Out-of-Pocket for Drug EHB Benefits—In Network—Individual or Maximum Out-of-
Pocket for Drug EHB Benefits—Combined In/Out Network—Individual value in the Plans & Benefits
Template is mapped to the Tier 1 Drug MOOP in the AVC.

3. If the plan has multiple in-network tiers, the following applies:

a. The Maximum Out-of-Pocket for Medical EHB Benefits—In Network (Tier 2)—Individual or
Maximum Out-of-Pocket for Medical EHB Benefits—Combined In/Out Network—Individual
value in the Plans & Benefits Template is mapped to the Tier 2 Medical MOOP in the AVC.

b. The Maximum Out-of-Pocket for Drug EHB Benefits—In Network (Tier 2)—Individual or
Maximum Out-of-Pocket for Drug EHB Benefits—Combined In/Out Network—Individual value in
the Plans & Benefits Template is mapped to the Tier 2 Drug MOOP in the AVC.
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Figure A1-10 shows the separate medical and drug MOOP fields in the Plans & Benefits Template, and
Figure A1-11 shows a corresponding example in the AVC.

Figure A1-10. MOOP for Medical EHB Benefits and
MOOP for Drug EHB Benefits Fields in Plans & Benefits Template

Maximum Out of Pocket for Medical EHB Benefits

In Network In Network (Tier 2) Out of Network

Individual Family Individual Family Individual Family

$3,000 $3000 per person | 56000 per group 56,000 58000 per person | $16000 per group

Maximum Out of Pocket for Drug EHB Benefits

In Network In Network (Tier 2) Out of Network

Individual Family Individual Family Individual Family

$1,000 $1000 per person | $2000 per group $5,000 55000 per person | $10000 per group

Figure Al1-11. Separate Deductible and MOOP in AVC

Tier 1 Plan Benefit Design

Medical Drug
Deductible ($)|  $1,500.00 $500.00
Coinsurance (%, Insurer's Cost Share) 80.00% 80.00%
MOOP (3)
MOOP if Separate (S)

Combined

$3,000.00 $1,000.00

The AVC will return an error to the Plans & Benefits Template when the sum of the medical and drug MOOPs
exceeds $7,600. Because the AVC can be available before the finalization of the annual limit on cost sharing for
a given plan year, there is an estimated annual limit on cost sharing in the AVC to ensure that the final AVC
does not contain an annual limit on cost sharing that is lower than the finalized one. For the 2018 AV Calculator,
the MOOP limit and related functions have been set at $7,600 to account for an estimated 2018 annual
limitation on cost sharing. The final 2018 annual limitation on cost sharing was specified in the HHS Notice of
Benefit and Payment Parameters for 2018 and is $7,350 for self-only coverage and $14,700 for other than self-
only coverage for 2018. Issuers that are required to meet AV standards must comply with the limit established in
the regulation and may not use the projected estimates stated in the 2018 AV Calculator when finalizing plan
designs.

The AVC does not allow a plan to have separate MOOPs if it has an integrated medical and drug deductible. If
Medical & Drug Maximum Out-of-Pocket Integrated? is equal to “No” and Medical & Drug Deductibles
Integrated? is equal to “Yes” in the Plans & Benefits Template, the Plans & Benefits Template returns an error
when attempting to calculate the AV.
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6.4.2 Deductibles

New for 2018: If the user has a deductible greater than $0, one service must be subject to the deductible or the
AVC will return an error.

If the Medical & Drug Deductibles Integrated? field is equal to “Yes” in the Cost Share Variances worksheet of
the Plans & Benefits Template, the Use Integrated Medical and Drug Deductible? checkbox in the AVC is
checked.?° The following applies to integrated deductibles:

1. The Combined Medical & Drug Essential Health Benefit (EHB) Deductible—In Network—Individual or
Combined Medical & Drug EHB Deductible—Combined In/Out Network—Individual value in the Plans &
Benefits Template is mapped to the Tier 1 Combined Deductible in the AVC.

2. If the plan has multiple in-network tiers, the Combined Medical & Drug EHB Deductible—In Network
(Tier 2)—Individual or Combined Medical & Drug EHB Deductible—Combined In/Out Network—

Individual value in the Plans & Benefits Template is mapped to the Tier 2 Combined Deductible in the
AVC.

Figure A1-12 shows the integrated deductible fields in the Plans & Benefits Template, and Figure A-8 (shown
earlier) displays a corresponding example in the AVC.

Figure A1-12. Combined Medical & Drug EHB Deductible
Fields in Plans & Benefits Template

Combined Medical and Drug EHB Deductible

In Network In Network (Tier 2) Qut of Network

e el By WIEE | e s

Coinsurance Famiy Coinsurance Indivdual Family

51,500 $1500 per person | $3000 per group 30% $2.000 $2000 per persan | $4000 per group 40%

$5.000 55000 per person | $10000 per group
$0 $0 per person | $0 per group 0% $0 S0 per person | $0 per group 0%

$0 $0 per person | $0 per group
51,500 51500 per person | 53000 per group 30% §2,000 $2000 per persan | $4000 per group 40%

$5.000 55000 per person | $10000 per group

If the value in the Medical & Drug Deductibles Integrated? field is equal to “No” in the Cost Share Variances
worksheet of the Plans & Benefits Template, the Use Integrated Medical and Drug Deductible? checkbox in the
AVC is unchecked. The following applies to separate medical and drug deductibles:

1. The Medical EHB Deductible—In Network—Individual or Medical EHB Deductible—Combined In/Out

Network—Individual value in the Plans & Benefits Template is mapped to the Tier 1 Medical Deductible
in the AVC.

2. The Drug EHB Deductible—In Network—Individual or Drug EHB Deductible—Combined In/Out

Network—Individual value in the Plans & Benefits Template is mapped to the Tier 1 Drug Deductible in
the AVC.

3. If the plan has multiple in-network tiers, the following applies:

a. The Medical EHB Deductible—In Network (Tier 2)—Individual or Medical EHB Deductible—

Combined In/Out Network—Individual value in the Plans & Benefits Template is mapped to the
Tier 2 Medical Deductible in the AVC.

b. The Drug EHB Deductible—In Network (Tier 2)—Individual or Drug EHB Deductible—

Combined In/Out Network—Individual value in the Plans & Benefits Template is mapped to the
Tier 2 Drug Deductible in the AVC.

20 For information on the combined versus separate deductible in the AVC, please refer to the AVC User Guide located on the first tab of the
AVC at https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits.
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Figure A1-13 and Figure A1-14 show the separate medical and drug deductible fields, respectively, in the Plans

& Benefits Template, and Figure A1-15 shows a corresponding example of separate medical and drug
deductibles in the AVC.

Figure A1-13. Medical EHB Deductible Fields in Plans & Benefits Template

Medical EHB Deductible
In Network
In Network (Tier 2) Out of Network
Individual Family Default |\ il Family Defaull | i iual Family
Coinsurance Coinsurance

§1.500 $1500 per person | $3000 per group 20% $2.000 $2000 per persan | $4000 per group 30% $3.000 $3000 per person | $6000 per group

$0 $0 per person | $0 per group 0% 50 50 per person | $0 per group 0% $0 50 per person | 50 per group
§1.500 $1500 per person | $3000 per group 20% $2.000 $2000 per persan | $4000 per group 30% $3.000 $3000 per person | $6000 per group

Figure A1-14. Drug EHB Deductible Fields in Plans & Benefits Template

Drug EHB Deductible
In Network In Network (Tier 2) ‘Qut of Network
Individual Family s Family Defaull | 1 yidual Family
Coinsurance Coinsurance
$1,500 $1500 per person | $3000 per group 30% §2,000 $2000 per person | $4000 per group 40% $5.000 $5000 per person | $10000 per group
§0 80 per person | $0 per group 0% $0 50 per person | $0 per group 0% $0 §0 per person | §0 per group
$1,500 $1500 per person | $3000 per group 30% §2,000 $2000 per person | $4000 per group 40%

$5.000 $5000 per person | $10000 per group

Figure A1-15. Separate Medical and Drug Deductibles and Integrated MOOP in AVC

Tier 1 Plan Benefit Design

Medical Drug Combined
Deductible ($) $1,500.00 $1,500.00
Coinsurance (%, Insurer's Cost Share) 80.00% 70.00%

MOOP (S)
MOOP if Separate (S)

$4,000.00

6.5 Default Coinsurance

While the coinsurance values in the Plans & Benefits Template represent the percentage of costs the enrollee
pays for a given service, the coinsurance values in the AVC represent the percentage of costs the issuer pays.
Thus, the coinsurance values entered into the AVC must be set equal to 1-X percent, where X percent is the
coinsurance value entered in the Plans & Benefits Template. For example, if enrollees pay 10 percent of
specialist visit costs, the coinsurance in the Plans & Benefits Template would be equal to 10 percent. The

coinsurance in the AVC would be equal to 90 percent to represent the 90 percent of costs incurred by the
issuer.

Table A1-3. Coinsurance Mapping
Coinsurance Mapping between the Plans & Benefits Template and the AVC

Plans & Benefits (Enrollee’s Cost Share) AVC (Insurer’'s Cost Share)
X% 1 -X)%
10% 90%
40% 60%

If the plan has an integrated medical and drug deductible, it also must have an integrated default coinsurance in

the AVC. If Medical & Drug Deductibles Integrated? is equal to “Yes” in the Cost Share Variances worksheet of
the Plans & Benefits Template, the following applies:
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1. One minus the Combined Medical & Drug EHB Deductible—In Network—Default Coinsurance value in
the Plans & Benefits Template is mapped to the default Tier 1 Combined Coinsurance in the AVC
(found in the Tier 1 Plan Benefit Design table).

2. If the plan has multiple in-network tiers, one minus the Combined Medical & Drug EHB Deductible—In
Network (Tier 2)—Default Coinsurance value in the Plans & Benefits Template is mapped to the default
Tier 2 Combined Coinsurance in the AVC (found in the Tier 2 Plan Benefit Design table).

Figure A1-12 (displayed earlier) shows the integrated medical and drug default coinsurance fields in the Plans &
Benefits Template, and Figure A1-15 (displayed earlier) shows an example in the AVC.

If the plan has separate medical and drug deductibles, it also must have separate default coinsurance values in
the AVC. If Medical & Drug Deductibles Integrated? is equal to “No” in the Cost Share Variances worksheet of
the Plans & Benefits Template, the following applies:

1. One minus the Medical EHB Deductible—In Network—Default Coinsurance value in the Plans &
Benefits Template is mapped to the default Tier 1 Medical Coinsurance in the AVC (found in the Tier 1
Plan Benefit Design table).

2. One minus the Drug EHB Deductible—In Network—Default Coinsurance value in the Plans & Benefits
Template is mapped to the default Tier 1 Drug Coinsurance in the AVC.

3. If the plan has multiple in-network tiers, the following applies:

a. One minus the Medical EHB Deductible—In Network (Tier 2)—Default Coinsurance value in the
Plans & Benefits Template is mapped to the default Tier 2 Medical Coinsurance in the AVC
(found in the Tier 2 Plan Benefit Design table).

b. One minus the Drug EHB Deductible—In Network (Tier 2)—Default Coinsurance value in the
Plans & Benefits Template is mapped to the default Tier 2 Drug Coinsurance in the AVC.

6.6 Subject to Deductible?

New for 2018: The cost sharing option of “Copay before Deductible” is replaced with “Copay with Deductible”.
The copay and coinsurance qualifiers in the Plans & Benefits Template determine whether the Subject to
Deductible? checkbox in the AVC is checked (see Figure A1-16 and Figure A1-17). For each benefit, if either
the Copay—In Network (Tier 1) or the Coinsurance—In Network (Tier 1) field in the Plans & Benefits Template
contains the text “with deductible” or “after deductible,” the Tier 1 Subject to Deductible? checkbox for the
corresponding benefit in the AVC is checked. If a benefit has multiple in-network tiers (the plan has multiple tiers
and both Copay—In Network (Tier 2) and Coinsurance—In Network (Tier 2) are not equal to “Not Applicable”),
the same logic applies to Tier 2.

Figure A1-16. Fields in Plans & Benefits Template Mapping to Subject to Deductible? Fields in AVC

Primary Care Visit to Treat an Injury or lliness Specialist Visit
Copay Coinsurance Copay Coinsurance
In Networle  In Network Out of In Networke  In Network Out of In Networke  In Network Out of In Networle  In Nefwork Qut of
(Tier 1) (Tier 2) Network (Tier 1) (Tier 2) Network (Tier 1) (Tier 2) Network (Tier 1) (Tier 2) Network
10.00% 20.00% 40.00%
Coinsurance  Coinsurance Coinsurance
after after after
$20.00 $25.00 $40.00 Mo Charge Mo Charge Mo Charge Mo Charge Mo Charge Mo Charge deductible deductible  deductible
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Figure A1-17. Benefit Categories in AVC

LClick Here for Irnportant Instructions Tier 1
Type of Benefit 5ubie?t to S_Uhiect to C_uin_surance, Copav. if
Deductible? Coinsurance? if different separate
Medical A Al =1 Al
Ernergency Foorn Services 2] ¥
All Inpatient Hospital Services [inc, MMHS)] [ ]
Primary Care Yisit to Treat an Injury or lllness (exc. Preventive, and - o O $20.00
rayz)
Specialist Visit = = 307
rientallBehavioral Health and Substance Use Dizorder Outpatient
Services © C
Imaging [CTIPET Scans, MBAls) 2] ¥
Speech Therapy [l ]
= =

Oeccupational and Phusical Therapy

Preventive CaredScreeningl mmunization
Laboratory Outpatient and Professional Services
#-ravz and Diagrostic lmaging

Skilled Mursing Facility

Outpatient Facility Fee [e.qg., Arnbulatory Surgery Center)

B E EiEiE

Outpatient Surgery PhusiciandSuragical Services

-

Drugs

Generics

Preferred Brand Drugzs
hon-Preferred Brand Drugs
Specialty Drugs [i.e. high-cost)

EiEERDED E E EREE

E R E:E|E

Table A1-4 shows all possible mappings of copay and coinsurance values from the Plans & Benefits Template

to the AVC—including the Subject to Deductible? logic—for all benefits other than mental health and substance
abuse benefits. For mental health and substance abuse benefits, see Table A1-6. Section 6.11.5 describes the
copay and coinsurance mappings in more detail.

Table Al-4. Benefit Category Cost-Sharing Mapping between Plans & Benefits Template and AVC

Plans & Benefits Template AVC
Copay
applies
Subject to Subject to only after
Deductible Coinsurance | Coinsu deductible
Copay Coinsurance ? ? rance Copay ?
$X Copay after deductible
$X Copay per Day after deductible, X% OR
$X Copay per Stay after deductible, X% Coinsurance after
OR deductible Checked Checked (1-X)% | Blank | Unchecked
No Charge after deductible
No Charge OR X% Coinsurance after
Not Applicable deductible
o X% Coi ft
6 Coinsurance after
$X Copay per Day, OR deductible
$X Copay per Stay
$X Copay with deductible Checked Checked (1-X)% $X Unchecked
Lo X% OR
g)l(? Copay per Day with deductible, X% Coinsurance after
deductible
$X Copay per Stay with deductible
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Plans & Benefits Template AVC
Copay
applies
Subject to Subject to only after
Deductible Coinsurance | Coinsu deductible
Copay Coinsurance ? ? rance Copay ?
No Charge OR No Charge after
Not Applicable deductible
No Charge after deductible No Charge OR Checked Unchecked Blank Blank Unchecked
Not Applicable
’ No Charge after
No Charge after deductible deductible
$X Copay after deductible, No Charge,
$X Copay per Day after deductible, Not Applicable, OR Checked Unchecked Blank $X Checked
OR No Charge after
$X Copay per Stay after deductible deductible
- No Ch ft
o Charge after
$X Copay per Day, OR deductible
$X Copay per Stay
$X Copay with deductible, No Charge, Checked Unchecked Blank $X Unchecked
$X Copay per Day with deductible, Not Applicable, OR
OR No Charge after
$X Copay per Stay with deductible deductible
No Charge, OR X% Unchecked Checked (2-X)% Blank Unchecked
Not Applicable
$X,
$X Copay per Day, OR X% Unchecked Checked (1-X)% $X Unchecked
$X Copay per Stay
No Charge OR No Charge OR Unchecked Unchecked Blank Blank Unchecked
Not Applicable Not Applicable
$X, No Charge OR
$X Copay per Day, OR g Unchecked Unchecked Blank $X Unchecked
Not Applicable
$X Copay per Stay

6.7 Subject to Coinsurance?

For each benefit, if Coinsurance—In Network (Tier 1) is equal to “X% Coinsurance after deductible” or “X%" in
the Plans & Benefits Template, the Tier 1 Subject to Coinsurance? checkbox for the corresponding benefit in the
AVC is checked. For a plan with multiple in-network tiers, if Coinsurance—In Network (Tier 2) is equal to “X%
Coinsurance after deductible” or “X%" in the Plans & Benefits Template, the Tier 2 Subject to Coinsurance?
checkbox for the corresponding benefit in the AVC is checked.

6.8 Different Coinsurance Values

A coinsurance value for a benefit category is mapped to the AVC only if the coinsurance for the given benefit
differs from the relevant default coinsurance. For each benefit, if the Tier 1 Subject to Coinsurance? checkbox in
the AVC is checked as described above, one minus X percent, where X percent is the coinsurance value from
the Coinsurance—In Network (Tier 1) field in the Plans & Benefits Template, is mapped to the Tier 1
Coinsurance, if different field for the corresponding benefit in the AVC. For a benefit with multiple in-network
tiers, if the Tier 2 Subject to Coinsurance? checkbox in the AVC is checked, one minus X percent, where

X percent is the coinsurance value from the Coinsurance—In Network (Tier 2) field, is mapped to the Tier 2
Coinsurance, if different field for the corresponding benefit in the AVC.
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The AVC functionality does not support plan designs in which the benefit has a coinsurance without being
subject to the deductible or a copay element. Please refer to the AVC User Guide for more information on the
operation of copay and coinsurance cost sharing in the deductible and coinsurance ranges.?!

The AVC treats “No Charge” (or “Not Applicable”) and “0%” coinsurance differently when a benefit's copay is
greater than “$0.” If the benefit has coinsurance equal to “No Charge” (or “Not Applicable”) and a copay greater
than “$0,” the relevant Subject to Coinsurance? checkbox in the AVC is unchecked, and the AVC assumes that
the enrollee pays a copay until reaching the MOOP. If the benefit has a coinsurance equal to “0%” and a copay
greater than “$0,” the relevant Subject to Coinsurance? checkbox in the AVC is checked and “100%" is entered
into the relevant Coinsurance, if different field in the AVC. In the latter case, the AVC assumes that the enrollee
pays a copay until meeting the deductible, and then pays nothing.

6.9 Copay Values

For each benefit, if Copay—In Network (Tier 1) in the Plans & Benefits Template is equal to “$X,” “$X Copay
with deductible,” “$X Copay per day,” “$X Copay per stay,” “$X Copay per stay with deductible,” or “$X Copay
per day with deductible,” the Tier 1 Copay, if separate field in the AVC is set equal to X. If Copay—In Network
(Tier 1) is equal to “$X Copay after deductible,” “$X Copay per stay after deductible,” or “$X Copay per day after
deductible” and the corresponding Coinsurance—In Network (Tier 1) field is equal to “No Charge,” “No Charge
after deductible,” or “Not Applicable,” the Tier 1 Copay, if separate field in the AVC is set equal to X. If Copay—
In Network (Tier 1) is equal to “No Charge,” “No Charge after deductible,” or “Not Applicable,” the Tier 1 Copay,
if separate field in the AVC is left blank.

When both coinsurance and copay values are present for a given benefit, the AVC can consider a copay in the
deductible range and a coinsurance rate in the coinsurance range; however, the stand-alone AVC does not
support applying both a copay and a coinsurance in the coinsurance range. If a benefit's copay is only after
deductible and before the MOOP, and the benefit also has a coinsurance, the AVC considers only the
coinsurance value in the coinsurance range. Therefore, if Copay—In Network (Tier 1) is equal to “$X Copay
after deductible,” “$X Copay per stay after deductible,” or “$X Copay per day after deductible” and
Coinsurance—In Network (Tier 1) is equal to “X% Coinsurance after deductible” or “X%” in the Plans & Benefits
Template, the Tier 1 Copay, if separate field in the AVC is left blank. For benefits with multiple in-network tiers,
the logic described above for Tier 1 also applies to Tier 2.

As discussed in the AV Calculator Methodology and User Guide, five service types (Mental/Behavioral Health
and Substance Use Disorder Outpatient Services; Imaging; Speech Therapy; Occupational Therapy and
Physical Therapy; and Laboratory Outpatient and Professional Services) include services also classified as
Outpatient-Facility and Outpatient-Professional. If special cost-sharing provisions are indicated for Outpatient -
Facility and/or Outpatient - Professional claims and no special cost sharing is indicated for the service type,
services including both an Outpatient-Facility and Outpatient-Professional component will be split into their
component parts and the relevant cost sharing applied. The AV Calculator also allows the user to indicate the
cost sharing for Primary Care and/or Specialist Office Visits and X-rays. The stand alone AV Calculator will
indicate if the special cost sharing was engaged in the AV calculation in the Additional Notes field. For
additional information on the operations of these features, review the AV Calculator Methodology and User
Guide.

6.10 Copay Applies Only After Deductible

For each benefit, if the Copay—In Network (Tier 1) is equal to “$X after deductible,” “$X Copay per stay after
deductible,” or “$X Copay per day after deductible” and the Coinsurance—In Network (Tier 1) is equal to “No
Charge,” “No Charge after deductible,” or “Not Applicable” in the Plans & Benefits Template, the Tier 1 Copay
applies only after the deductible? checkbox for the corresponding benefit in the AVC is checked. If a benefit has
multiple in-network tiers, the same logic applies to Tier 2. While the AVC returns an error if the Copay applies

2 The AVC User Guide can be found on the first tab of the AVC located at
https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits. The appendix at the end of the User Guide contains charts that provide
detail and examples regarding the application of cost sharing within the deductible and coinsurance range.
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only after the deductible? checkbox is checked and the benefit is also subject to a coinsurance, a copay after
the deductible is never mapped from the Plans & Benefits Template if the benefit also has a coinsurance.

6.11 Benefit Categories??

Table A1-5 shows the alignment of benefit categories in the Plans & Benefits Template and the AVC, and
Figure A1-17 (shown earlier) displays the benefit categories, along with their cost-sharing fields, in the AVC.

If a benefit included in the AVC is substituted in the Plans & Benefits Template, the benefit is considered not
covered for purposes of mapping to the AVC. When a benefit is not covered, the Coinsurance, if different field
for the benefit in the AVC is set to “0%,” and the Subject to Coinsurance? and Subject to Deductible?

checkboxes are checked.

No inputs into the AVC are specific to the pediatric dental or vision benefits. Pediatric dental and vision are
generally low-cost benefits that do not have a material impact on AV. Additional information on how pediatric
dental and vision benefits are taken into account in the AVC is available in the AVC methodology.

Table A1-5. Benefit Category Alignment between Plans & Benefits Template and AVC

Plans & Benefits Template category name AVC category name

Emergency Room Services

Emergency Room Services

Inpatient Hospital Services (e.g., Hospital Stay)

All Inpatient Hospital Services (inc. MHSA)

Primary Care Visit to Treat an Injury or lllness

Primary Care Visit to Treat an Injury or lllness (exc.
Preventive and X-rays)

Specialist Visit

Specialist Visit

Mental/Behavioral Health Outpatient Services

Substance Abuse Disorder Outpatient Services

Mental/Behavioral Health and Substance Abuse
Disorder Outpatient Services

Imaging (CT/PET Scans, MRIS)

Imaging (CT/PET Scans, MRIs)

Rehabilitative Speech Therapy

Speech Therapy

Rehabilitative Occupational and Rehabilitative
Physical Therapy

Occupational and Physical Therapy

Preventive Care/Screening/Immunization?3

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services

Laboratory Outpatient and Professional Services

X-rays and Diagnostic Imaging

X-rays and Diagnostic Imaging

Skilled Nursing Facility

Skilled Nursing Facility

Outpatient Facility Fee (e.g., Ambulatory Surgery
Center)

Outpatient Facility Fee (e.g., Ambulatory Surgery
Center)

Outpatient Surgery Physician/Surgical Services

Outpatient Surgery Physician/Surgical Services

Generic Drugs

Generics

Preferred Brand Drugs

Preferred Brand Drugs

Non-Preferred Brand Drugs

Non-Preferred Brand Drugs

2 The 2018 AVC uses new claims data from 2015 projected forward to 2018. For information about the considerations of the new claims
data, please refer to the AV Calculator Methodology at https://www.ghpcertification.cms.gov/s/Plans%20and%20Benefits.

2 Section 2713 of the Public Health Service Act, codified in 45 CFR 147.130, requires issuers to offer certain preventive care services
without cost sharing, so the stand-alone AVC automatically takes into account no cost sharing for these services in the AV calculation and
does not allow users to enter cost sharing for the Preventive Care/Screening/Immunization benefit category. Thus, regardless of the cost
sharing in the Preventive Care/Screening/Immunization benefit category in the Plans & Benefits Template, no mapping occurs between the
Plans & Benefits Template and the stand-alone AVC for this benefit category.
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Table A1-5. Benefit Category Alignment between Plans & Benefits Template and AVC
Plans & Benefits Template category name AVC category name

Specialty Drugs Specialty Drugs (high-cost)

6.11.1 Inpatient Hospital Services

New for 2018: The AV Calculator will return an error if the user uses the Maximum Number of Days for
Charging an Inpatient Copay feature and does not check Apply Inpatient Copay per Day?.

If the Inpatient Hospital Services Copay—In Network (Tier 1) in the Plans & Benefits Template is equal to “$X
Copay per Day,” “$X Copay per day with deductible,” or “$X Copay per day after deductible,” the Apply Inpatient
Copay per Day? checkbox in the AVC is checked. If the Inpatient Hospital Services copay is charged per day for
Tier 1, the AVC automatically assumes that the Inpatient Hospital Services copay is also charged per day for
Tier 2, if applicable.

If Maximum Number of Days for Charging an Inpatient Copay? is equal to a whole number between 1 and 10 in
the Cost Share Variances worksheet of the Plans & Benefits Template, the Set a Maximum Number of Days for
Charging an In Patient (IP) Copay? checkbox in the AVC is checked, and the Maximum Number of Days for
Charging an Inpatient Copay? field in the Plans & Benefits Template is mapped to # Days (1-10) in the AVC. If
the Maximum Number of Days for Charging an Inpatient Copay? field is blank in the Plans & Benefits Template,
the Set a Maximum Number of Days for Charging an IP Copay? checkbox in the AVC is unchecked and # Days
(1-10) in the AVC is left blank.

The Maximum Number of Days for Charging an Inpatient Copay? field is set at the plan variation level, allowing
the values to differ between variations. However, the Set a Maximum Number of Days for Charging an IP
Copay? checkbox and the # Days (1-10) field cannot vary between Tier 1 and Tier 2. Figure A1-18 shows the
Maximum Number of Days for Charging an Inpatient Copay? field in the Plans & Benefits Template, and
Figure A1-19 shows the corresponding checkbox and field in the AVC.

When filling out the stand-alone AVC, issuers intending to use the Maximum Number of Days for Charging an
Inpatient Copay feature need to ensure that the Apply Inpatient Copay per Day? checkbox at the AVC
(Figure A1-20) is checked. Otherwise the AVC will return an error when trying to calculate the AV. On the
Benefits and Templates side, the user needs to follow the instruction in the first paragraph and select a cost
sharing option that includes “per day” in order to ensure the “Apply Inpatient Copay per Day?” checkbox is
checked in the AV Calculator mapping.

Figure A1-18. AVC Additional Benefit Design Fields in Plans & Benefits Template

AV Calculator Additional Benefit Design

Begin Primary Care
Deductible/ Coinstirance
After a Set Number of
Copays?

Maximum Number of Days Begin Primary Care Cost-
for Charging an Inpatient  Sharing After a Set Number
Copay? of Visits?

Maximum Coinsurance for
Specialty Drugs

$200 5 3

Figure A1-19. Maximum Number of Days for IP Copay Checkbox and Field in AVC

Set a Maximum Mumber of Days for Charging an IP Copay?
# Days (1-10): 5
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Figure A1-20. Apply IP Copay Checkbox in AVC

User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?

Desired Metal Tier

ooo®O

6.11.2 Skilled Nursing Facility

If the Skilled Nursing Facility Copay—In Network (Tier 1) in the Plans & Benefits Template is equal to “$X Copay
per Day,” “$X Copay per day with deductible,” or “$X Copay per day after deductible,” the Apply Skilled Nursing
Facility Copay per Day? checkbox in the AVC is checked. If the Skilled Nursing Facility copay is charged per
day for Tier 1, the AVC automatically assumes that the Skilled Nursing Facility copay is also charged per day for
Tier 2, if applicable.

Users intending to charge a Skilled Nursing Facility Copay per day should ensure that they have selected the
Apply Skilled Nursing Facility Copay per Day? checkbox while filling out the stand-alone AVC to ensure
accuracy of AV calculations.

6.11.3 Primary Care

New for 2018: The AV Calculator will return an error if the user uses Begin Primary Care Cost-Sharing After a
Set Number of Visits? feature and does not subject primary care to the deductible.

If Begin Primary Care Cost-Sharing After a Set Number of Visits? is equal to a whole number between 1 and 10
in the Cost Share Variances worksheet of the Plans & Benefits Template, the Begin Primary Care Cost-Sharing
After a Set Number of Visits? checkbox in the AVC is checked, and the Begin Primary Care Cost-Sharing After
a Set Number of Visits? field in the Plans & Benefits Template is mapped to # Visits (1-10) in the AVC. If the
Begin Primary Care Cost-Sharing After a Set Number of Visits? field is blank in the Plans & Benefits Template,
then the Begin Primary Care Cost-Sharing After a Set Number of Visits? checkbox in the AVC is unchecked and
# Visits (1-10) in the AVC is left blank. As discussed in the AV Calculator User Guide, the use of this option
does not imply a benefit design for primary care visits after the initial fully covered visits have occurred. The user
must still indicate whether or not primary care visits are subject to the deductible and any other cost-sharing
provisions during the coinsurance range and reflect that cost-sharing (such as deductible and coinsurance) in
the Plans & Benefits Template under the “Primary Care Visit to Treat an Injury or Iliness.”

If Begin Primary Care Deductible/Coinsurance After a Set Number of Copays? is equal to a whole number
between 1 and 10 in the Cost Share Variances worksheet of the Plans & Benefits Template, the Begin Primary
Care Deductible/Coinsurance After a Set Number of Copays? checkbox in the AVC is checked and the Begin
Primary Care Deductible/Coinsurance After a Set Number of Copays? field in the Plans & Benefits Template is
mapped to # Copays (1-10) in the AVC. If the Begin Primary Care Deductible/Coinsurance After a Set Number
of Copays? field is blank in the Plans & Benefits Template, the Begin Primary Care Deductible/Coinsurance
After a Set Number of Copays? checkbox in the AVC is unchecked and # Copays (1-10) in the AVC is left
blank. Per the AV Calculator User Guide, the use of this option does not imply a benefit design for primary care
visits after the initial copays have occurred. The user must still indicate whether primary care visits are subject to
the deductible and any other cost-sharing provisions during the coinsurance range and reflect that cost sharing
(such as deductible and coinsurance) in the Plans & Benefits Template under the “Primary Care Visit to Treat an
Injury or lliness.”

The Begin Primary Care Cost-Sharing After a Set Number of Visits? and Begin Primary Care
Deductible/Coinsurance After a Set Number of Copays? fields (Figure Al-21) are set at the plan variation level,
allowing the values to differ between variations. However, these primary care fields and checkboxes

(Figure A1-21) cannot vary between Tier 1 and Tier 2. In addition to inputting any copay amount, these options
must be used in conjunction with the Subject to Deductible? option for primary care services. Unchecking
Subject to Deductible? with this option will result in an error message.
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Figure A1-21. Primary Care Options in AVC

LE Begin Primary Care Cost-Sharing After a Set Number of Visits?

50 # Visits (1-10): 3
Begin Primary Care Deductible/Coinsurance After a Set Number of [

51 Copays?

52 # Copays (1-10):

6.11.4 Outpatient Facility Fee and Surgery Physician/Surgical Services

This year the AVC has been updated to allow for copay values for the Outpatient Facility Fee and Outpatient
Surgery Physician/Surgical Services benefit categories.

6.11.5 Mental/Behavioral Health and Substance Abuse Disorder Outpatient Services

The AVC Mental/Behavioral Health and Substance Abuse Disorder Outpatient Services copay and coinsurance
inputs are weighted averages of the Mental/Behavioral Health Outpatient Services and the Substance Abuse
Disorder Outpatient Services cost-sharing fields in the Plans & Benefits Template. However, the Check AV
Calc procedure uses only the copay and coinsurance values for the Mental/Behavioral Health Outpatient
Services benefit in the Plans & Benefits Template when mapping to the Mental/Behavioral Health and
Substance Abuse Disorder Outpatient Services Subject to Deductible?, Subject to Coinsurance?, and Copay
applies only after the deductible? checkboxes in the AVC. The copay and coinsurance values for the Substance
Abuse Disorder Outpatient Services benefit in the Plans & Benefits Template do not affect the mapping to these
AVC checkboxes.

If either the Mental/Behavioral Health Outpatient Services—Copay—In Network (Tier 1) or Mental/Behavioral
Health Outpatient Services—Coinsurance—In Network (Tier 1) fields in the Plans & Benefits Template contain
the text “with deductible” or “after deductible,” the Mental/Behavioral Health and Substance Abuse Disorder
Outpatient Services Tier 1 Subject to Deductible? checkbox in the AVC is checked.

If the Mental/Behavioral Health Outpatient Services Coinsurance—In Network (Tier 1) is equal to “X%
Coinsurance after deductible” or “X%” in the Plans & Benefits Template, the Tier 1 Subject to Coinsurance?
checkbox for Mental/Behavioral Health and Substance Abuse Disorder Outpatient Services in the AVC is
checked. Then, [0.8 x (Mental/Behavioral Health Outpatient Services—Coinsurance—In Network (Tier 1))] +
[0.2 x (Substance Abuse Disorder Outpatient Services—Coinsurance—In Network (Tier 1))] is mapped to the
Tier 1 Coinsurance, if different field for Mental/Behavioral Health and Substance Abuse Disorder Outpatient
Services in the AVC.

In the following two scenarios, [0.8 x (Mental/Behavioral Health Outpatient Services—Copay—In Network (Tier
1))] + [0.2 x (Substance Abuse Disorder Outpatient Services—Copay—In Network (Tier 1))] is mapped to the
Tier 1 Copay, if separate field for Mental/Behavioral Health and Substance Abuse Disorder Outpatient Services
in the AVC:

1. When the Mental/Behavioral Health Outpatient Services—Copay—In Network (Tier 1) is equal to “$X” or
“$X with deductible” in the Plans & Benefits Template.

2. When the Mental/Behavioral Health Outpatient Services—Copay—In Network (Tier 1) is equal to “$X
after deductible” and the Mental/Behavioral Health Outpatient Services—Coinsurance—In Network (Tier
1) is equal to “No Charge,” “No Charge after deductible,” or “Not Applicable” in the Plans & Benefits
Template.

If the Mental/Behavioral Health Outpatient Services—Copay—In Network (Tier 1) is equal to “$X after
deductible” and the Mental/Behavioral Health Outpatient Services—Coinsurance—In Network (Tier 1) is equal
to “No Charge,” “No Charge after deductible,” or “Not Applicable” in the Plans & Benefits Template, the Tier 1
Copay applies only after the deductible? checkbox for Mental/Behavioral Health and Substance Abuse Disorder
Outpatient Services in the AVC is checked.

The logic described above (and captured generically in Table A-2) also applies to the Tier 2 coinsurance and
copay fields for Mental/Behavioral Health and Substance Abuse Disorder Outpatient Services unless both the
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Tier 2 copay and Tier 2 coinsurance are equal to “Not Applicable.” If Mental/Behavioral Health Outpatient
Services—Copay—In Network (Tier 2) and Mental/Behavioral Health Outpatient Services—Coinsurance—In
Network (Tier 2) are both equal to “Not Applicable,” the Check AV Calc procedure will use the
Mental/Behavioral Health Outpatient Services—Copay—In Network (Tier 1) and Mental/Behavioral Health
Outpatient Services—Coinsurance—In Network (Tier 1) values when mapping to the Tier 2 checkboxes and
fields for Mental/Behavioral Health and Substance Abuse Disorder Outpatient Services in the AVC. If Substance
Abuse Disorder Outpatient Services—Copay—In Network (Tier 2) and Substance Abuse Disorder Outpatient
Services—Coinsurance—In Network (Tier 2) are both equal to “Not Applicable,” the Check AV Calc procedure
will use the Substance Abuse Disorder Outpatient Services—Copay—In Network (Tier 1) and Substance Abuse
Disorder Outpatient Services—Coinsurance—In Network (Tier 1) values for Substance Abuse Disorder
Outpatient Services when mapping to the Mental/Behavioral Health and Substance Abuse Disorder Outpatient
Services Tier 2 fields in the AVC.

Table A1-6 shows the detailed mappings described in this section.

Table A1-6. Mental/Behavioral Health and Substance Abuse Disorder Outpatient
Cost-Sharing Mapping between Plans & Benefits Template and AVC
Plans & Benefits Template—
Mental/Behavioral Health
Outpatient Services

AVC—Mental/Behavioral Health and Substance Abuse Disorder

Outpatient Services

Copay applies
Subject to Subject to only after
Copay Coinsurance Deductible? | Coinsurance? | Coinsurance Copay deductible?
$X Copay after X% OR
deductible OR )
No Charge after X% Co_lnsurance after 1 - (80%
deductible deductible Checked Checked Mental + 20% Blank Unchecked
No Charge OR X% Coinsurance after Substance)
Not Applicable deductible
$X X% Coinsurance after
deductible 1-(80% 80% Mental
$XC ith X% OR Checked Checked Mental + 20% + 20% Unchecked
opay wit X% Coinsurance after Substance) | Substance
deductible ;
deductible
No Charge OR No Charge after
Not Applicable deductible
No Chafge' Checked Unchecked Blank Blank Unchecked
No Charge after Not Applicable, OR
deductible No Charge after
deductible
No Charge,
: 80% Mental
$X Copay after NEi AR EEloE, OI Checked | Unchecked Blank +20% Checked
deductible No Charge after Substance
deductible
$X No Charge after
deductible 80% Mental
% Menta
) No Charge, Checked Unchecked Blank +20% Unchecked
$X Copay with Not Applicable, OR Substance
deductible No Charge after
deductible
1-(80%
l’:llotiharlge,bcl) R X% Unchecked Checked Mental + 20% Blank Unchecked
O Substance)
1-(80% 80% Mental
$X X% Unchecked Checked Mental + 20% +20% Unchecked
Substance) Substance
No Charge OR No Charge OR
Not Applicable Not Applicable Unchecked Unchecked Blank Blank Unchecked
80% Mental
$X No Charge OR Unchecked Unchecked Blank +20% Unchecked
Not Applicable Substance
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6.11.6 Drugs

The Plans & Benefits Template and the AVC require cost sharing for four types of drugs: Generic Drugs,
Preferred Brand Drugs, Non-Preferred Brand Drugs, and Specialty Drugs.

The AVC does not allow a drug benefit to have both a copay and a coinsurance not equal to the relevant default
coinsurance. If a copay and a coinsurance (that differs from the relevant default coinsurance) are entered for a
drug benefit in the Plans & Benefits Template, the AVC returns an error. If a drug benefit has only a copay, enter
“No Charge,” “No Charge after the deductible,” or “Not Applicable” rather than “0%” or “0% Coinsurance after
deductible” in the Coinsurance—In Network (Tier 1) or Coinsurance—In Network (Tier 2) fields in the Plans &
Benefits Template to avoid an error from the AVC. Likewise, if a drug benefit has only a coinsurance, enter “No
Charge,” “No Charge after the deductible,” or “Not Applicable” rather than “$0” or “$0 Copay after deductible” in
the Copay—In Network (Tier 1) or Copay—In Network (Tier 2) fields in the Plans & Benefits Template.

6.11.6.1 Specialty Drugs

If the Maximum Coinsurance for Specialty Drugs field includes a positive number in the Cost Share Variances
worksheet of the Plans & Benefits Template, the Set a Maximum on Specialty Rx Coinsurance Payments?
checkbox in the AVC is checked, and the Maximum Coinsurance for Specialty Drugs field in the Plans &
Benefits Template is mapped to the Specialty Rx Coinsurance Maximum field in the AVC. If the Maximum
Coinsurance for Specialty Drugs field is blank in the Plans & Benefits Template, the Set a Maximum on
Specialty Rx Coinsurance Payments? checkbox in the AVC is unchecked, and the Specialty Rx Coinsurance
Maximum field in the AVC is left blank.

The Maximum Coinsurance for Specialty Drugs field (Figure A1-22) is set at the plan variation level, allowing the
values to differ between variations. However, the specialty drugs maximum coinsurance checkbox and amount
field (Figure A1-22) cannot vary between Tier 1 and Tier 2.

Figure Al1-22. Specialty Drugs Maximum Payment Fields in AVC

Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum: 5200

7. Zero Cost Sharing and Limited Cost Sharing Plan Variations

Zero cost sharing plan variations, which are required to have zero cost sharing for all EHB categories, are
automatically assigned an AV of 100 percent because they cover 100 percent of the average enrollee’s costs.
Limited cost-sharing plan variations, which are required to have the same cost sharing and MOOPs as the
standard plan for all EHB categories, must have the same AV as the standard plan. Although limited cost-
sharing plan variations must provide zero cost sharing to certain individuals for EHB items or services furnished
directly by the Indian Health Service, an Indian tribe, a tribal organization, or an urban Indian organization, or
through referral under contract health services (45 CFR 156.420[b][2]), these CSRs are not represented in the
Plans & Benefits Template and are not included in the AV calculation.
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Appendix 2: Plan ID Crosswalk
1. Introduction

The Plan ID Crosswalk template crosswalks PY2017 QHP standard component ID and service area
combinations (e.g., Plan ID and County combinations) to a PY2018 QHP Plan ID. This data will facilitate 834
enrollment transactions from CMS to the issuer for those enrollees in the individual market who have not
actively selected a different QHP during open enroliment. These instructions apply to QHP and SADP issuers
that offered Individual market QHPs on the exchange during PY2017.

2. Data Requirements
To complete this section, issuers will need the following:

HIOS Issuer ID;

Issuer State;

Market Coverage;

Completed Plans & Benefit template;
Completed Service Area template;

A determination of whether the 2018 QHP duplicates Medicare; and

N o gk~ w DN PR

A determination of whether enrollment in the 2018 QHP is a change in policy or contract for 2017 QHP
enrollees

3. Quick Reference

Key Changes for 2018

& The template includes validations that evaluate whether the 2018 QHP duplicates Medicare and is a change of
policy or contract

+ First-time QHP issuers are not expected to submit a Plan ID Crosswalk template

o For PY2018, CMS has deferred the FF-SHOPs ability auto renew employees. Therefore, issuers should
not attempt to submit a Plan ID Crosswalk template for FF-SHOP plans.

+ Issuers need to submit the Plan ID Crosswalk template to the following email:
QHP_Applications@cms.hhs.gov.

+ You must import only one Plans & Benefits template and one Service Area template. You must make
separate submissions for MSP and SADP Plans.

4. State Authorization of the Plan ID Crosswalk Template

Issuers are expected to submit evidence from the state, such as an email confirmation, that the issuer is
authorized to submit its Plan ID Crosswalk template. CMS will require this evidence to be submitted by issuers
no later than June 21, 2017. Any subsequent submission of an issuer’s Plan ID Crosswalk template after June
21stshould include an updated state authorization form. Issuers should provide evidence of state authorization
to QHP_Applications@cms.hhs.gov.

States have the opportunity to review the Plan ID Crosswalk Template for overall approval and compliance with
the Affordable Care Act market reforms such as uniform modification of coverage standards. States have
flexibility to determine the exact method by which they will review the Plan ID Crosswalk template. For example,
a state may perform a detailed review to confirm that the submitted Plan ID Crosswalk template is consistent
with state and federal requirements and reflects what the state expects to see in relation to their form filing
reviews.
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CMS will not send Plan ID Crosswalk templates to states. Issuers may be asked by their state regulators to
provide this template in addition to their submission to CMS (e.g., include the template as part of the NAIC
SERFF binder).
Issuers in Direct Enforcement states (Missouri, Oklahoma, Texas, and Wyoming) should submit the
authorization form to their state Department of Insurance and to CMS’ Compliance and Enforcement Division
(formfiling@cms.hhs.gov) to obtain the necessary authorization for submission.

5. Detailed Section Instructions

Perform the following steps to complete the Plan ID Crosswalk template.

To complete the information on the 2017 Plan Crosswalk tab, follow the steps in the table below.

2017 Plan Crosswalk Tab | Steps

Import 2017 Plans &
Benefits and Service
Area Template

Click the Import 2017 Plans & Benefits and Service Area Template button. This
action imports the completed templates.

The template will prompt you to select your completed 2017 Plans & Benefits
template and 2017 Service Area template. The Plans & Benefits and Service Area
templates must be selected at the same time; therefore both templates should be
saved in the same folder prior to importing. To select both files, click on one
template, and then press the Ctrl button while clicking on the other template, then
click Open. You must select exactly one Plans & Benefits template and one Service
Area template.

The Crosswalk template will populate a list of PY2017 Plan IDs and their associated
service areas on the 2017 Plan and Service Area Data tab. Review this tab to
ensure the data was accurately imported. After the PY2017 plan and service area
data has been imported, the 2017 Plan Crosswalk tab will be populated with all
applicable issuer information as well as a row for each PY2017 Plan ID.

HIOS Issuer ID

Ensure the template has accurately populated the five-digit HIOS Issuer ID.

Issuer State

Ensure the template has accurately populated the state in which the issuer is
offering coverage.

Market Coverage

Ensure the template has accurately populated the market coverage from the
drop-down menu.

The FF-SHOP Marketplace will not allow auto-renewals for PY2018. Because of
this, this field will be hard coded to Individual.

Dental Only

Ensure the template accurately indicates whether this Crosswalk template is for
dental only plans. Choose from the following:

¢ Yes—This template is for stand-alone dental plans (SADP) only.
¢ No—This Plan ID Crosswalk is for QHP plans.

Multi-State Plan

Choose from the dropdown to indicate whether this crosswalk template is for OPM
Multi-State Plans or not. Choose from the following:

¢ Yes—This Plan ID Crosswalk is for the issuer’'s Multi-State Plans.
¢ No—This Plan ID Crosswalk is for the issuer’s non-Multi-State Plans.
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2017 Plan Crosswalk Tab | Steps

Crosswalk Level Select from the dropdown menu the level at which you would like to crosswalk your
PY2017 plan. Choose from the following:

¢ Crosswalking to the Same Plan ID: Select this option if you are crosswalking
your PY2017 plan to the same Plan ID for PY2018 and you have no service area
changes.

¢ Crosswalking at the Plan ID Level: Select this option if you have no service
area changes but are using a different PY2018 Plan ID to reflect the same plan.

¢ Crosswalking at the Plan ID and county coverage level: Select this option if
your service area changed for the upcoming year and you need to crosswalk
your PY2017 plan to two or more PY2018 Plan IDs.

Note: If your PY2017 plan covered the entire state, you will need to crosswalk
the plan for every county in the state.

¢ Crosswalking at the zip level for one or more counties: Select this option if
your service area changed for the upcoming year and you need to crosswalk
your PY2017 plan to two or more PY2018 Plan IDs for the same county.
Selecting this option will require you to select the counties from the PY2017
plan’s service area that will be crosswalked at the zip code level. The remaining
PY2017 service area will be crosswalked at the county level.

Note: CMS discourages issuers from crosswalking at the zip level unless
absolutely necessary.

¢ Discontinue with no crosswalk: Select this option if you are discontinuing a
PY2017 plan with no re-enrollment option for its enrollees.

«+ Plan withdrawn prior to Certification: Select this option if the PY2017 plan
was withdrawn from the Marketplace prior to certification and has no enroliment.
Issuers should also select this option if the PY2017 Plan ID listed on the
Template was not approved by the state or FFM to be offered on the
Marketplace in PY2017.

Counties Crosswalked at [ Select from the pop-up menu which counties in your PY2017 plan’s service area will
Zip Level be crosswalked at the zip code level.

To complete the information on the 2018 Plan Crosswalk tab, follow the steps in the table below.

2018 Plan Crosswalk Tab | Steps

Create “2018 Crosswalk | Click the Create “2018 Crosswalk Tab” button. This action creates one 2018 Plan
Tab” Crosswalk tab.

The first four columns, 2017 HIOS Plan ID, County Name, Service Area Zip Codes,
and Crosswalk Level will be auto-populated based on your entries in the 2018 Plan
Crosswalk tab. If you decided to crosswalk at the Plan ID-County level for one or
more plans, a row will appear for each county that plan covered in PY2017. If the
user decided to crosswalk at the zip level for specific counties covered by a PY2017
plan, a row for each Plan ID-County-Zip code combination will appear.

Only click this button when you are sure the 2017 Plan Crosswalk tab is complete.
If you want to make changes on this tab after the 2018 Plan Crosswalk tab is
created, you will need to click the Create 2018 Crosswalk Tab button again and
start over on the 2018 Plan Crosswalk tab. Clicking the Create 2018 Crosswalk
Tab button will clear all data you have already entered on the 2018 Plan Crosswalk
tab, so copy and paste this information into a separate workbook if you want to save
your previous work.
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Crosswalk Reason Choose from the dropdown menu the reason for the crosswalk. The list of options
will depend upon the Crosswalk Level selected. Table 2A-1 lists the possible
Crosswalk Reason entries for each Crosswalk Level:

¢ Renewing exact same product/plan combination (Same PY2017 Plan ID):
Select this option if you are crosswalking this Plan ID/Service Area to the exact
same HIOS Plan ID. Under this option, the template will auto-populate the
PY2018 Plan ID field with your PY2017 Plan ID. Issuers are expected to comply
with the “same plan” standards as defined in 45 CFR § 144.103. Issuers should
use the same HIOS Plan ID if the same plan was offered the previous plan year
and remains available for the upcoming 2018 plan year.

¢ Renewing exact same product/plan combination (Different 2017 Plan ID):
Select this option if you are crosswalking this Plan ID/Service Area to the same
product/plan combination but with a different PY2018 Plan ID. Issuers are
expected to comply with the “same plan” standards as defined in 45 CFR §
144.103. As stated above, in most cases, issuers should use the same HIOS
Plan ID if the same plan was offered the previous plan year and remains
available for the upcoming PY2018.
= In the limited cases where an issuer is continuing the same plan but has a

need to crosswalk to a different HIOS Plan ID, the issuer should seek
guidance and approval from their state regulatory authority prior to
submitting their Plan ID Crosswalk template to CMS. In the case of MSP
options, an issuer should contact OPM for guidance and prior approval.

¢ Renewing product: renewal in a different plan within product: Select this
option if you are renewing this product, but crosswalking this Plan ID/Service
Area to a different plan within the product offered through the FFM. If you select
this option, you must use the same product ID embedded in the plan’s 2017 Plan
ID.

¢ Continuing product: no plan available in the particular service area under
that product; enrollment in a different product: Select this option if you are
continuing this product in PY2018 but will no longer offer any plans in part of the
service area covered by the product in PY2017 and are crosswalking to a plan
within a different product offered through the FFM. Select this reason for that
portion of the service area that you no longer offer any plans under that product.
If you select this option, you must crosswalk to a PY2018 Plan ID with a different
product ID from the PY2017 Plan ID.

¢ Continuing product: no plan available in the particular service area under
that product; no enroliment option: Select this option if you are continuing a
PY2017 product, but there is no plan under this product available to crosswalk to
for this plan/service area combination. Issuers should not enroll pertinent plans
into a plan offered outside the Marketplace. Selecting this option will disable the
2018 HIOS Plan ID field.

¢ Continuing product: no silver plan available in the particular service area
under that product, enrollment in a silver plan under a different product:
Select this option if there is no available silver plan within the enrollee’s product
in a particular service area and the enrollee is being enrolled in a silver plan
within another product.

« Discontinuing product: enrollment into a different product: Select this option
if this PY2017 product is discontinued for PY2018 and enrollees in this plan and
associated service area will be re-enrolled in a plan under a different product
offered through the FFM. Under this option, the entered PY2018 Plan ID must
have a different Product ID and you may not enter the discontinued PY2017
product ID for any other row under the PY2018 Plan ID.

+ Discontinuing product: no enrollment option: Select this option if a PY2017
product is discontinued for PY2018 and there is no enrollment option through the
FFEM for PY2017 enrollees in this Plan ID/Service Area combination. Issuers
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2018 Plan Crosswalk Tab |

Steps

should not enroll pertinent plans into a plan offered outside the Marketplace.
Selecting this option will disable the PY2018 Plan ID field. Under this option, you
may not enter the discontinued PY2017 product ID for any other row under the
PY2018 Plan ID.

2018 HIOS Plan ID

Enter the PY2018 Plan ID you would like to crosswalk your enrollees to for the row’s
PY2017 Plan ID/Service Area. This field will be auto-populated when “Renewing
exact same product/plan combination (Same 2017 Plan ID)” is chosen under the
Crosswalk Reason. This field will be disabled when “Discontinuing product; no
enrollment option,” “Continuing product; no plan available in the particular service
area under than product; no enroliment option,” is chosen under the Crosswalk
Reason.

Note: Issuers should only input PY2018 Plan IDs for plans that will be offered
through the Marketplace and are listed in the 2018 QHP Application. CMS will not
accept any PY2018 Plan IDs for plans only sold outside the Marketplace.

Is this PY2017 Plan a
Catastrophic or Child-
Only Plan?

This field will default to “No.” Please select Yes for any Catastrophic or Child-Only
Plan being crosswalked.

PY2018 Plan ID for
Enrollees Aging off
Catastrophic or Child-
Only Plan

If selecting “Yes” in the previous data element, this field will allow you to enter a
PY2018 Plan ID. Enrollees who no longer meet the criteria for continued eligibility in
these plans will be crosswalked to the PY2018 Plan ID entered in this field.

Associated Policy Form
Number(s) and NAIC
SERFF Tracking
Number(s) for Form
Filing(s)

CMS has included the following optional data fields to be completed if requested by
an issuer’s state regulator:

¢ PY2017 Plan ID - Associated Policy Form Number(s) and NAIC SERFF Tracking
Number(s) for Form Filing(s).

PY2018 Plan ID - Associated Policy Form Number(s) and NAIC SERFF Tracking
Number(s) for Form Filing(s).

PY2018 Plan ID (Catastrophic or Child-Only) - Associated Policy Form
Number(s) and NAIC SERFF Tracking Number(s) for Form Filing(s).

*

Are you prohibited from
selling or issuing the
2018 QHP to someone
enrolled in Medicare as
set forth in Section
1882(d) of the Social
Security Act?

Yes or No response.

Consistent with the longstanding prohibitions on the sale and issuance of duplicate
coverage to Medicare beneficiaries (section 1882(d) of the Social Security Act), itis
illegal to knowingly sell or issue an Individual Marketplace Qualified Health Plan (or
an individual market policy outside the Marketplace) to a Medicare beneficiary. If
you have questions about how to answer this question, check with your legal
counsel. Collection of issuer responses by CMS does not relieve issuers of their
obligations under section 1882(d) of the Social Security Act.

Does reenrollment in the
2018 QHP represent an
enrollment into a new
policy or contract under
state law for enrollees in

the 2017 QHP?

Yes or No response.

Is reenroliment of 2017 QHP enrollees in the 2018 QHP an enrollment into a new
policy or contract under state law? If you have questions about how to answer this
question, check with your legal counsel. Collection of issuer responses by CMS
does not relieve issuers of their obligations under section 1882(d) of the Social
Security Act.
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A sample completed Plan ID Crosswalk template looks like Figure 2A-1.

Figure A2-1. Sample Plan ID Crosswalk Template

Plan Crosswalk Template 2.1.0

Issuer Information

HIOS Issuer ID*

12345

Issuer State™

VA

Market Coverage”

Individual

Dental Only Plan”

No

Multi-State Plan™

Yes

1

Please save your completed 2017 Pians and Benefits and Service
Area Template to g folder on your harddrive.

Actions
Import 2017 Plan and Benefits Template and
Service Area Template

Import 2017 Plan and Benefits and Service

2017 HIOS Plan ID Area Templates
(Standard Crosswalk Level Counties Crosswalked at Zip Level
Comp ) 2. Create "2018 Crosswalk Tab"
Required Required: Indicate whether you would like to crosswalk your 2017 to 2018 Plan IDs | Required if user indicates Crosswalked at the Zip Create the “2018 Crosswalk Tab” based upon your entry below.
at the plan, county or zip code level Level for one or more counties.

12345VA0010001 Crosswalking to same Plan ID Create "2018 Crosswalk Tab"
12345VA0010002 Crosswalking at the plan ID level

12345VA0010003 Crosswalking at the Plan 1D and county coverage level 3. Validate Data

Validate information entered into ail tabs. Wa
on data size, validation may take several minute

g Depending

Validate ‘

4. Finalize Template
Export Data to XML file.
Finalize |
2017 Plan Crosswalk 2017 Plan and Service Area Data ‘
2017 HIOS CROSSWALK | Isthis Plana
PlaniD . . PLAN 2018 HIOS | Catastrophic
County Name Service Area Zip Code(s) Crosswalk Level Reason for Crosswalk _
(Standard PlaniD (Standard|or Child-Only | |
Component) Component) Plan?
Required if
Required crosswalking at | Required if crosswalking at the zip level B“:E:l?ﬂz:’:j::w:;:;mi Required Required Required
county or zip level
12345VA0010001 Crosswalking to same Plan ID Renewing exact same product/plan combination (Same 2017 Plan ID) 12345VA0010001 No
Crosswalking at the plan ID
12345VA0010002 level No
Crosswalking at the Plan ID
12345VA0010003 and county coverage level No

2017 Plan Crosswalk 2018 Plan Crosswalk 2017 Plan and Service Area Data [l

Table A2-1 lists the Crosswalk Reason and PY 2018 Plan ID entry options for each Crosswalk Level.

Table A2-1. Crosswalk Level, Reason for Crosswalk, and PY2018 Plan ID Entry Options
Crosswalk Reason | 2018 HIOS Plan ID

Template populates field with
PY2017 Plan ID. (auto-populated)

Different Plan ID.

Crosswalk Level

Renewing exact same product/plan combination
(Same PY2017 Plan ID). (auto-populated)

Renewing exact same product/plan combination
(Different PY 2018 Plan ID).

Renewing product; renewal in a different plan
within product.

Crosswalking to same
Plan ID

Crosswalking at the Plan
ID Level

Plan ID with same Product ID as
PY2017 Plan ID.

Plan ID with different Product ID
from PY2017 Plan ID.

Continuing product; no plan available in the
particular service area under that product;
enroliment in a different product.
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Crosswalk Level

Crosswalk Reason

Continuing product; no silver plan available in
the particular service area under that product,
enroliment in a silver plan under a different
product.

2018 HIOS Plan ID

Plan ID with different product ID
from PY2018 Plan ID.

Discontinuing product; enrollment into a different
product.

Plan ID with different Product ID
from PY2017 Plan ID.

Crosswalking at the Plan
ID and county coverage
level

Renewing exact same product/plan
combination. (Same 2017 Plan ID)

Template populates field with PY
2017 Plan ID. (auto-populated)

Renewing exact same product/plan
combination. (Different 2018 Plan ID)

Different Plan ID.

Renewing product; renewal in a different plan
within product.

Plan ID with same Product ID as
PY2017 Plan ID.

Continuing product; no plan available in the
particular service area under that product;
enroliment in a different product.

Plan ID with different Product ID
from PY2017 Plan ID.

Continuing product; no silver plan available in
the particular service area under that product,
enrollment in a silver plan under a different
product.

Plan ID with different product ID
from PY2018 Plan ID.

Continuing product; no plan available in the
particular service area under than product; no
enroliment option.

PY2018 HIOS Plan ID field is
disabled. (auto-populated)

Discontinuing product; enrollment into a different
product.

Plan ID with different Product ID
from PY2017 Plan ID.

Discontinuing product; no enroliment option.

PY2018 HIOS Plan ID field is
disabled. (auto-populated)

Crosswalking at the zip
level for one or more
counties

Renewing exact same product/plan combination
(Same 2017 Plan ID).

Template populates field with
PY2017 Plan ID. (auto-populated

Renewing exact same product/plan
combination. (Different 2018 Plan ID)

Different Plan ID

Renewing product; renewal in a different plan
within product.

Plan ID with same Product ID as
PY2017 Plan ID.

Continuing product; no plan available in the
particular service area under that product;
enrollment in a different product.

Plan ID with different Product ID
from PY2017 Plan ID.

Continuing product; no plan available in the
particular service area under than product; no
enroliment option.

PY2018 HIOS Plan ID field is
disabled. (auto-populated)

Continuing product; no silver plan available in
the particular service area under that product,
enrollment in a silver plan under a different
product.

Plan ID with different product ID
from PY2018 Plan ID.

Discontinuing product; no enroliment option.

PY2018 HIOS Plan ID field is
disabled. (auto-populated)

Discontinuing product; enrollment into a different
product.

Plan ID with different Product ID
from PY2017 Plan ID.
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Crosswalk Level Crosswalk Reason | 2018 HIOS Plan ID
Discontinue with no Discontinuing product; no enroliment option. PY2018 HIOS Plan ID field is
crosswalk disabled. (auto-populated)

Continuing product; no plan available in the PY2018 HIOS Plan ID field is

particular service area under than product; no disabled. (auto-populated)
enrollment option.

Plan Withdrawn Prior to |Plan Withdrawn Prior to Certification. No PY2018 HIOS Plan ID field is
Certification enroliment option. (auto-populated) disabled. (auto-populated)

Once the Plan ID Crosswalk template is completed, issuers must validate, finalize, and e-mail the file(s).

Template Validation | Steps

Validate Template Click the Validate button on the 2017 Plan Crosswalk tab. The validation process
identifies any data issues that need to be resolved. If no errors are identified, finalize
the template.

Validation Report If the template has any errors, a Validation Report will appear in a pop-up box showing
the data element and cell location of each error. Correct any identified errors, and click
Validate again. Continue this process until all errors are resolved.

Finalize Template Click the Finalize button on the 2017 Plan Crosswalk tab. The Finalize function
creates the .XML file of the template.

Save Template Save the XML Template. CMS recommends saving the validated template on the
computer as a standard Excel.XLSM file and the finalized .XML file in the same folder.

Upload Template E-mail the finalized template to CMS at QHP_Applications@cms.hhs.gov with the
subject title “2017 Plan ID Crosswalk”. Please note: If the XML file name is modified
after finalization, CMS cannot process the Template.
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