RECAPTURING EXCESS FEDERAL COSTS USING
A HIGH COST PLAN ASSESSMENT

There are no premium caps. Health plans may charge whatever price results from a
more competitive market.

To protect the federal budget from the risk of higher premiums, excess federal costs
are recaptured through an assessment on high cost health plans.

The assessment serves two purposes: To maintain budget neutrality,.and to exert
‘"downward pressure on premiums.

(The federal budget is at risk for subsidy payments and tax revenue loss resulting from
higher premiums. Higher premiums could be caused by windfall payments resulting
from universal coverage — particularly in the short term —— or by a failure of
competition to bring down premium increases over time.) '

‘The assessment on high cost plans could work as follows:
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. ) A The target premium for a state (or substate area) is based initially on current

health care costs, but with added funding for the uninsured and assuming no

windfall for providers or insurers. The target premium grows from year to year

at pre—established rates based on reasonable expectatlons for a more
competitive health care marketplace.

b. It could be structured in a variety of ways. Two options are:
i The assessment for a health plan is X% of the difference between the
W ( A plan's premium and the target premium.
3" 3 ~
© . The assessment is applied to a plan's entire premium, but the percentage

assessment rises by Y percentage points for each dollar the plan's
premium is above the target premium.

(Note: After the first year, the assessment could be applied based on a health
plan's rate of growth instead of its premium relative to the target premium.)

c. The assessment could be applied after the fact (i.c. lagged a year) or set
prOSpectlvely based on bids from health plans.

d. The assessment could be administered as a tax, or as an offset to payments to
health plans (assuming there is a premium clearinghouse or reinsurance pool of
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some kind).

If administered as an offset to payments to health plans, the assessment would
in turn be used to offset federal subsidy payments to the state (or substate
- area).

€. The percentage assessment is set nationally each year, and is calculated in
order to recoup excess federal costs. While the same assessment percentage
applies everywhere, it is triggered only in areas where competition is
ineffective. If the assessment raises too much or too little revenue to recapture
excess federal costs, the percentage is adjusted accordingly in the following
year.

4. The assessment would apply to community rated plans, but could be broadened to
experience rated and self-insured plans as well (with some modifications).
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5 year Subsidy Savings Decomposed

PRV A VS AR

Overall § year subsidy savings of Kennedy Mark vs. HSA . 21
Better Targeting  (individual wage cap vs. firm payroll caps) o ) 26
o More Generous Household subisides - 27
N V
- Self-employed, nonworkers, and part-time workers ' -16
= Workers in firms outside the mandate . -11
Employer subisidy savings from the < § worker exemption | : 13
2% Lower Premiums . 1 9
PRELIMINARY STAFF ESTIMATES AFTER CONSULTATION WITH CBO AND THE ADMINISTRATION.
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GROWTH RATE PROJECTIONS
Fiscal Years

1893 1994

2002

1985, 1996 1997 1998 1988 2000 2001 2003 2004 2005
CPi 3.0% 26% % 3.3% 3.3% 3.4% 3.4% 3.4% 34% 3.4% 3.4% 3.4% 3.4%
Nominal Wage Growth ' 5.0% 56% 5.6% 5.6% 5.5% 5.5% 5.2% 5.4% 56% 5.6% 5.6%

5.6%

Mfdsession review; June 1, 1984




SUMMARY
Overview:
e
No mandate
Phased-in -individual based subsidies

tax on high cost health plans

Hard cap on Federal health épending

Pros V Cons

Starting small allows time to learn about how | Won’t get universal coverage
to manage insurance reforms

Solid fail-safe protection for the Federal Very little private sector cost-containment
budget

Subsidies are targeted very well to fow Premiums in the community rating pool
income households are likely to be high due to adverse

selection; subsidies might not be large
enough to cover these higher premiums.

Minimizes job losses Medicare program savings and no
expansion of benefits to the elderly

Incentives are improved for insurers and
patients

Coverage/Insurance Reforms:
No mandate, but firms of 100+ must offer plans.

2 kinds of groups: age adjusted corﬁmunity rated (limited to firms of < 100 and
individuals) and experience rated (for all other groups).

Voluntary purchasing pools for individuals and small businesses with 100 or fewer
employees with community rating.

Individuals and small groups could also join FEHB plans but would pay the
community rate.




. Groups .of firms under 100, (MEWAs), are.grandfathered.into. their. right. to.receive
experience rating.

Firms with more than 100 workers will be experience rated or self-insured.

Guaranteed renewability and limits on pre-existing condition exclusions.

If 95% not covered by 2002, National Health Commission meets to make (nonbinding)
recommendations to Congress on achieving universal coverage.

Subsidies:

Once eligible, those below 100% of poverty receive a voucher equal to the average
premium price in a geographic area.

Once eligible, those between 100-240% receive a sliding percentage of the average
premium price.

Subsidy eligibility phased-in -- from 90% of poverty in 1997 to 240% in 2002, IF
financing allows.

No cost-sharing subsidies.

Benefit package:
One standard (equal to FEHB’s BCBS standard) and one basic (catastrophic)

Under 200% of poverty cannot use subsidies for basic plan

High cost plan assessment:

Within each group of plans (community rated and experlence rated/self-insured) the
highest priced 40% are taxed.

Tax rate is 25 percent of difference between the average premium in that group and
the plan’s premium.



10.

Medicaid:

Preserved as a separate program and beneficiaries are not part of the community rating
pool. ‘

State option to enroll limited numbers of Medicaid cash (AFDC & SSI) into private
health plans.

Growth in Federal payments is capped.

Disproportionate share payments are phased out by 2000.

Medicare:
Program savings smaller than HSA, but most of same proposals.
Includes Durenberger bill proposals that push harder for greater HMO enrollment.

No Medicare drug benefit or new long term care program.

Other Federal Programs

FEHB remains as is, but those eligible for community rating pool are allowed to join.
Indian Health Service, Veterans’ health care, and DoD appérently unaffected.

Outline refers to initiative to improved access in underserved areas through increased
resources for community health centers. Specific proposals are unclear, however,
Tax incentives:

Phased in deduction of health insurance prefnium payments for individuals.

Deduction limited to average premium in each group.

Financing:

Fail-safe mechanism funds subsidies only as other Federal health savings become
available



Medicaid and ‘Medicare savings

Cigarette tax increased $1 per pack

Assesément on high cost plans

Postal Service savings

Medicare HI tax levied on State and local workers

Long Term Care tax advantages and inheritance taxes are made more generous



.. “'Fiscal Summary
Changes from Baselines

($ Billions)

1995-1999 1995-2004

Outlays

Low Income 217.3 613.6
VYoucher
Program

Medicaid 724 268.9
Medicare 77.3 252.3

Other Federal | 13.0 13+
Health (1)

Revenues
Tobacco tax (2)

High Cost Plan
Assessment

Tax
Expenditures

Other Revenues

Net Deficit Effect 54.6* 79.4%

STAFF ESTIMATES. PRELIMINARY AND UNOFFICIAL.

1) This includes FEHB and Postal Service Effects included in the proposal. Because of
" insufficient information, it does not include an estimate of the proposal’s effects on
the PHS or the cost of administering the vouchers. The proposal does not appear to
affect VA, DOD, or the IHS, so no spending change is estimated.

2) This assumes a $1 per pack cigarette tax starting in 1995.



Year by Year Analysis of Low Income Voucher Program ($ Billions)

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 A
Baseline ’ -
Medicaid 96.4 108.2 121.5 136.3 152.2 170.4 190.8 . 213.6 239.1 26‘?.6:
Medicare 158.1 176.0 194.0 213.1 235.5 260.8 289.1 3211 357.0 397..9
Tax ,
Expenditures
Baseline Total
“ Reform
Low Income 0 0 30.2 49.5 62.4 75.2 87.0 96.3 103.2 109.9
Voucher
Program
Medicaid 96.4 105.6 114.0 123.0 132.0 141.6 155.2 170.0 1 186.0 203.4{ ]'
| - - —
Medicare 157.7 172.8 186.3 202.1 214.5 226.8 256.4 2814 309.6 342.7:
Tax
expenditures
Reform Total
New revenues
Tobacco
High Cost Plans
Net Expected Surplus -0.4* -5.8* 15.0* 258.2* 21.2* 12.4* 18.7* 13.0* 2.7* -9.6* f'
or Shortfall ' ’
Total Uninsured (niil.) 40.9 41.4 329 303 293 29.4 29.9 304 31.0 314
(% insured) (84.5%) | (84.4%) | (87.7%) (88.8%) (89.3%) (89.3%) (89.2%) (89.1%) (89.0%) (88.9%)

STAFF ESTIMATES. PRELIMINARY AND UNOFFICIAL.



~ ISSUES AND POSSIBLE SOLUTIONS

1. Coverage:
Issues , Possible Solutions
Many remain without coverage, Add a triggered employer and/or
perpetuating uncompensated care and cost- | individual mandate.
shifting to the privately insured.
Premiums will be high in the community Enlarge the community rating pool to
rating pool due to adverse selection. include firms with less than or equal to

1000 workers. Can still preserve
voluntary nature of purchasing

cooperatives.
Some moderate-sized firms will be Enlarge the community rating pool to
vulnerable to bad experience rating. include firms with less than or equal to

1000 workers.

2. Subsidies:

Issues : Possible Solutions

Subsidy schedule produces very high Smooth it out by having the poor pay
marginal tax rates. something.

Pegging the vouchers to the overall average | Tie the subsidies for each type of pool to
(experience rated pool plus community the average premium in that type of pool.
rated pool) .in a geographic area means that
very low income individuals will have
difficulty affording plans in the community
rating area.




3

_ " Benefit Package:

Issues

Possible Solutions

Offering a basic and a standard package
will lead to adverse selection and

Limit access to basic plan to those above
specified income levels (250% of poverty,
for example).

4.

uncompensated care.

High Cost Plan Assessment

Issues

Possible Solutions

Assessment is likely to fall on plans with a
sicker than average enrollment.

Enlarge the community rating pool to
include firms with less than or equal to
1000 workers.

Little revenue will be raised from the
assessment.

Enlarge the community rating pool to
include firms with less than or equal to
1000 workers. Also, have assessment rate
apply to a larger base, for example, to the
difference between the premium and a
target, where the target is set below the
mean.

Assessment is unlikely to lead to significant
cost containment in the private sector.

Have assessment rate apply to a larger
base, for example, to the difference
between the premium and a target, where
the target is set below the mean.




5. ‘Medicaid:

Issues

. Possible Solutions

Limitation of Federal payments while
leaving Medicaid program and obligations
largely as in current system, places states at
risk.

Integration of Medicaid program into larger
reform. For example, non-cash assistance
recipients could be treated as other low
income families.

Disproportionate Share Hospital payments
phased out faster than uncompensated care
is eliminated, which could have adverse
impacts on teaching hospitals.

‘Tie DSH phase-out to decrease in the

number of uninsured.

6. Medicare:

Issues

Possible Solutions

Proposal includes Medicare program
reductions, but no benefit expansions.

Phase-in Medicare drug benefit as savings
allow.

7% growth target could lead to across-the-
board reductions. Unclear if included in
final proposal. This could lead to increased
cost-shifting to the private sector.

Develop specific policies for reduction in
spending.

Tax Incentives:

Issues

Possiblg Solutions

Tax deductibility for individuals tied to the
average priced plan in a geographic area
penalizes those in plans with adverse
selection.

Tie tax deductibility limits to average of
plans in that individual’s particular pool.




8.  Financing:

10

Issues

Possible Solutions

Financing will be insufficient to fully fund
subsidies on a year by year basis, limiting
the expansion of subsidies to more income
groups.

Broaden the measure of full financing from
a year by year metric to a multi-year (3, for
example) metric. Alternatively, other
sources of increased revenue could be
introduced.
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COVERAGE OF PRESCRIPTION DRUGS FOR MEDICARE BENEFICIARIES

PROPOSAL: To expand coverage under Part B of Medicare to
include outpatient prescription drugs. Those beneficiaries not
receiving outpatient prescription drug coverage through a private
retiree health plan with coverage éubstantially equivalent to
drug coverage under this proposal would have three coverage
options available to them:
1.) individuals receiving care through health maintenance
organizations (HMO8) would have their coverage enhanced to
include outpatient prescription drugs;
2.) the Health Care Financing Administration (HCFA) would
make outpatient prescription drugs available through
contracts with approved drug benefit carriers (DBCs); and
3.) HCFA would offer a fee-for-service (FFS) option.

EFFECTIVE DATE: Januvary 1, 1998.

RATIONALE: The Medicare program, and Medicare beneficiaries,

- could §reatly benefit from improved beneficiary access to

outpatient prescription drugs. Drugs are an essential part of
any integrated approach to patient care, and help to ensure that
cost-effective, appropriate care is administered. Studies have
shown that appropriate uese ¢of prescription medications can
greatly reduce health care costs, reduce unnecessary adverse
effects and hospitalizations, and improve the quality of life.
Senior citizens should be afforded the same health security that
is provided to other citizens.

PHARMACEUTICAL COVERAGE THROUGH DRUG BENEFIT CARRIERS (DBCs)
HCFA would contract with various types of pharmaceutical provider
groups within each state which would be designated drug benefit
carriers (DBCs)}. There would be no limit on the number of
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contractors in each state.

HCFA, in consultation with appropriate individuals and
organizations, would develop standards for DBCs similar to those
under ﬁhe Medicare HMO risk contracting prcgram and other
standards which would be available one year prior to

implementation and which would address:
¢ Access to community pharmacies;

L Drug utilization review (DUR) and pharmacy care
services requirements;

¢ Formulary structure (definition of major indications,
- minimum requirements and procedures for a physician

obtaining coverage for a drug not on the formulary);

L ] Beneficiary safeguards in regard to use of prior
auvthorization;
¢ Compliance programs;
) Procedures for out-of-area claims;
¢ Financial requirements;
) Quality and minimum commercial enrollment standardsf

DBCs would be required to provide access to a pharmacy in every
community throughout the state. 1In addition to the state-wide
pharmacy network, mail-order purchasc could be offered by plans

as an option to enrollees.



ps
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As under the Medicare HMO program, a DBC contractor could
restructure the beneficiary deductibles and copayments specified
in the fee-for-service option to create incentives to participate
in its plan. However, the actuarial value of the plan’s premium
and cost-sharing requirements could not exceed 95 percent of the
actuarial value of the deductible and colnsurance under Lhe FFS
drug coverage option.

Plans would be prohibited from having differential cost-sharing
based on the therapeutic class of drug prescribed or other cost-
sharing structures that would be likely to discourage enrollment
by individuals with medical conditions that require extensive use
of prescription drugs.

One year prior to beginning coverage, HCFA would develop a

payment methodology based on expected costs of the FFS option.
Payments to DBC plans could be discounted to take into account
savings generated by use of formularies and pharmacy networks.

MEDICARE FEE-FOR-SERVICE (FFS) PHARMACEUTICAL COVERAGE

HCFA would establish and administer (or contract with outside
entities to manage) FFS coverage of outpatient prescription drugs
for Medicare beneficiaries similar to provisions in the Health
Security Act. An annual deductible of $350 would be imposed,
with a 20 percent copayment'charge per prescription. The
beneficiary annual out-of-pocket limit would be $1,000.

To manage pharmaceutical costs under the Medicare FFS outpatient
drug program, single source and innovator multiple source drugs
would pay a rebate of 15 percent off the Average Manufacturer’s
Price (AMP) for the quarter. AMPs could not increase faster than
the increase in the CPI-U for the quarter.
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Non-innovator multiple source drugs (generics) would pay a rebate
of 10 percent only if their AMP for the quarter was greater than
50 percent of the AMP of the innovator multiple source drug for
the guarter. Drugs manufactured by firms that have less than

$ . in sales and do not increase the price of their

products faster than the CPI-U for the quarter are exempt from

rebate payments.

The Secretary of HHS would have the authority to negotiate the
rebate amount for a new drug with the manufacturer (higher than
the 15 percent minimum), and exclude the drug from Medicare
coverage or require pribr authorization for the drug if an
agreeable rebate is not established.

The Secretary of HHS shall establish a program of drug
utilization review (DUR) consistent with standards established
under section 1927(g) of the Social Security Act. The Secretary
shall establish a National Drug Use Review Board which shall
monitor the quality of pharmaceutical care provided to Medicare
beneficiaries under the FFS, HMO, and DBC outpatient prescription
drug programs.

ESTABLISHMENT OF PRESCRIPTION DRUG PAYMENT REVIEW COMMISSION
The Director of the Office of Technology Assessment (OTA)} would
establish a Prescription Drug Payment Review Commission (RxPRC),
which would consist of 11 members. RxPRC would be responsible
for making an annual report to Congress on the operation and
implementation of Medicare prescription drug coverage programs,
and including recommendations to Congress on changes to the
programs to improve accesg to prescription drugs, the quality of

prescription drug care, and program eflficiencies.
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PAYMENTS TO PLANS FOR DRUG COVERAGE

Part B Medicare beneficiary premiums would be increased to cover
25 percent of the drug coverage program costs. Medicare would
cover 75 percent of the costs of providing drug coverage.

PHARMACY CARE SERVICES

Each plan, including the FFS plan, shall develop a schedule of
services provided by pharmacists that shall improve the quality
of care provided tovMedicare beneficiaries. These sarvices sghall
include: counseling of patients by the pharmacist, reviewing the
appropriateness of the prescription, chécking Lor therapeutic‘
duplications or drug interactions, monitoring patients that are
at risk for drug-related problems, and other tasks consistent
with the practice of pharmacy. HCFA and the plan or its
contractee shall establish a schedule of payments for such
services.

ELECTRONIC CLAIMS PROCESSING

The Secretary of HHS shall establish an electronic claims
processing system as the primary method to determine coverage,
eligibility, adjudication, and payment of claims under the FFS
program.
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'STATEMENT BY SENATOR BOB GRAHAM P RESERVATION
JULY 28, 1994

Federalism and Health Care Reform -- A P Almc t Ianored

At this point in the national debate over health care reform, a
half-dozen plans have come to the forefront. All of them seem to have
obtained negative majorities. They have a common and, 1 believe,
flawed premise. It is that the road to natlonal health reform is a
single, national, one-plan-fits—all model.

This path has taken many forms: managed competition, single-
payexr, employer or individual mandate, pay-or-play, Medicare
expansion, market reform. The path has been trampled by detail and
| controversy over the means supporters use. This trampling has almost

buried the broad agreement on the necessity of achieving universal
coverage and cost containment, ‘

A second path <= the path almost ignored -- is a decentralized
structure, based on the principles of federalism, in which the federal
government establishes objectives and states provide the specifics.

: In such a system, the federal qovernment would establish
-nationdlly agreed upon health care performance objectives,. standards
and ‘'goals, while giving states and communities the ability to develop
localized tactics to achieve those standards. Such a gtructure would
bring the decision-making process down to the state ‘and commun;ty

" level, where health care markets are all very dlfferent. ‘

Although several plans refer tangentlally to a state role,..‘
natlonal reform should establish a federalustate partnersth as a
central principle rather than an aside. ; :

Ae the National Academy of Sclences 8 Instltute of Medicine
notes: )

“Statas are the prlncipal governmental entlty responsible
for protecting the public’s health in the United States.
They conduct a wide range of activities in health. State
health agencies collect and analyze information; conduct
inspections; plan; ;gset policies and andards‘ carry out
national and state mandates; manage and oversee
environmental, educational and personal health services; and
assure access to health care for underserved residents; they

are involved in resource develapment' and they respond to
health hazards and crises."

Health care is partlculatly sui ”"le to the astablishment of
national goals with decentralized implementation and ‘sensitivity to
local variations. States and communities within states have different
health care needs baged on socletal "factors such as: ¢

1) The quantity and nature of. health care providera.g For example,
' Nebraska, North Dakota and South Dakota have twice the number of
hogpital beds per person as Alagka, New Hampshire and Hawaii.,

2) Varying demographics, especially of the most health care
intensive populations. For example, as a percentage of state

-
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Froms Ed Barron > qw gr
Couneel, Senate Agricultura, Nutrition and Forestry Committee "( 2~
Data; June 17, 1994

Subjact: Continued Sen. Jeffords Support for Preaident's Health Care Bill

At Senator Leahy's instruction, I have been working with Chris Jennings and others at the
white House, a&s well as with Senator Jeffords' staff, on one aapact of the health cara
bill -- mandatory full funding for WIC (the Special Supplemental Food Program for Women,
Infants and Children).

Both Senators Leshy and Jeffords have had peveral dimcussione with the President on this
full funding proposal which will cost around $1.9 billion in total over 5 years. “

This was an easy sell to the President. In the campaign and in Putting People First the
pPresident promiged full funding for WIC by FY 1996. This goal has broad bipartisan
support on Capitol Hill. For example, it was a major recommendation of the Children's
Commission chaired by Senator Rockefeller.

A GAO report requested by Senators Bumpers and Harkin found that each $1 inveated in WIC
saves $3.50 in reduced health care and related costs. In addition to reducing health cars
costs, WIC decreases infant mortality, low birthweight, child anemia, and the likelihood
that newborns will be placed in neonatal intensive care.

Senator Jeffords, the only Republican member sponsoring the President’s bill in the House
and the Senate, has made it clear to the President that his support dependad on
guaranteaing that full funding. On Priday the President made available to the Vermont
press a transcript of a conversation he had with S8en. Jeffords in which the President
thanked Sen. Joffords for getting the WIC language included in the Labor Committee
reported bill. 8Senator Jeffords is up this year and this matter is cruclal to him.

The WIC language is alsc in the reported bill of the Houso Education and Labor
Subcommittee on Labor-Management rselations.

FUNDING MECHANISM

The Sénate and Housae bill language would add a total of $1.9 billion in fiecal year 1996
through 2000. This would be paid for through funds generated from "Pay-As-You-Go' savinga
in the health care reform bill. This $1.9 billion would not count against discreationary
caps.

Under the bill, a strong incentive is established for Congress to appropriate epecified
"target" amounts for WIC each year. Those targets are: $3.660 billion in 1986, $3.759
billion in 1997, $3.861 billicn in 1998, $3.996 billioh in 1999, and $4.136 billiion in the
year 2000.

The approach ostablishes that if at least these discretionary amounts are appropriated,
then (and only then) additional mandatory money will be providad for WIC to achieve full
funding. These additional amountd ($254 million in 1996, $407 million in 1997, $384
million in 1998, $398 million in 1999, and $411 million in the year 2000} make up the
difference betwean the appropriated 'discretionary" amounts and full funding levels.

This approach aleo helps the appropriations committees, which have seen major cuts in the
amount they have available to spend while at the same time are under pregsure to fully
fund WIC. Tha appropriations committees need only to meet the "target” amounts and will
still be able to fulfill the President's promise of full funding for WIC. The target "
amountg should not be difficult for the Appropriations Committees to reach.

_he Bdaministration decided acainst simolv mandsting the payment of specified additional
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possibility of the appropriations committee just reducing the amount they appropriated for
wre.

MODIFICATION TO ORIGINAL HEALTH S8ECURITY ACT LANGUAGE

There was one problem with the WIC provision as originally included in the Health Security
Act. The contingaency established that the mandatory amounts would be spent only it
appropriations levela hit the specifiad "targets.” If appropriators did not meet the
targét leovele for WIC appropriations, tha additional money could not be spent. Both OMB
and CBO ruled that since the appropriations committee controlled whether or not the
additional funds would be spent, both amounts would score as discretionary spending and
count against the caps. To be scored as Pay-As~Yuu-Go spending, the money muet be
allocated and spent regardless of what other action Congrems takes.

The language as modified in the House Education and Labor subcommittee and the Senate
Labor and Human Rescurces Committes opecifies that if appropriations for WIC do not meet
the ‘"target" amounta, the amounts in the special fund would be epent on low income
children in the achool lunch program. This corrected the HSA problem by guaranteeing that
the monsy would be spent regardless the WIC appropriations target was met.

Eitensive meetings with OMB and CBO determined that this approach was the only way to
ensure that the provision would be scored in the intended manner and achiave the goal of
full funding for WIC. If the target amount is met or exceeded, the additional amounts
will be spent on WIC to achieve full funding. If the target amount 18 not provided, .
gchool lunch reimbursemonts for free and reducaed price meals would increase.

Thie way, the spending is not contingent on actione taken by the Appropriations Committee
-= the monsy is spent no matter what level of appropriatlons is provided for WIC. This
proviaion wase included to satiaefy budget rules -- we do not expect this scenario to come
into play.

The language adoptad continuee to ensure that the mandatory funds would be provided in a
manner that fully complics with Pay-As-You -Go rules and that, combined with othar *
provisions {n the HSA, it would not increasa the deficit,

All interested parties, including Sanator Jeftfords, have signed off on thie approach.
This revised language has been reported out of tha full Senate Labor and Human Resources
Committee and the House Education and Labor subcommittee.
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ar of Flrms, Establishments, Emloyiment and Atnuel Peyroll by Legal Form of Orgontzation and Firm Slxe for 1991

‘\*\_..A,/
Erployment Size of Firw
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~
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UNIVERSAL COVERAGE

The commission would report to Congress every 2 years on the
demographics of the uninsured, and its findings on why those
wnedividuals were uninsured.

In the event 96% of all Americans do not have health insurance hy
2001, the Commission will develop a package of recommendations to
Congress designed to reach universal coverage. Special procedural
provisions (similar to fast-track) would be included for fast
consideration of this package.

If Congress failed to act on the Commission package or defeated it
without enacting an alternative, an automatic “Free-Rider" penalty
would be imposed vpon:

Individuals who do not procure coverage (a special provision
will be included allowing childless individuals under 30 to
purchase catastrophic coverage instead of the uniform benefit

plan),

??2? Businesses that do not provide insurance coverage ?777?



AUTOMATIC FAIL-SAFE BUDGET PROTECTION PROCESS

Currant Health Spending

Billiens
ol
Dalineg

Health Care Relorm Spending

Yoo

Current Baseline Health Spending Estimates Include;

Medicare

Medicaid

Tax Spending
Employer Provider Heallh Insurance to Employee .
Caleteria Plans ‘

Health Care Reform Spending Estimates Include:

Medicare (including reduclions)

Medicaid (including reductions)

Tax Spending
Employer Provided Health Insurance 1o Employee .
Expanded Deductlon for Individually Purchased Insurance
Cafrieria Plans

New Revenues for Health Care (i.e.. cigaretle tax)

New Entitlement Spending {Subsidies)

‘n any year, il health care reform spending would exceed the current baseling health spending, the
tollowing autormalic actions (each sel 1o contribuie a designated amount of the shortfall) will occur
1o prevant deficit spending: \
1. Inereased tax on high cost insurance plans

2. Subsidies o purchase insurance slowed cown

3. Expanded tax deduction phase-in slowed down

4. Out-of-Pockel limit increased for health insurance

5. ??Mcdicare??


http:Inqe;H;f.Jd

TAX _CAP_SUBSTITUTE
AND ALTERNATIVE APPROACH_TQ CAPS_ON PREMIUMS

FURPOSE: To retain the economic incentives of a tax cap -- allowing a

high degree of individual choice of plans, but imposing a limit
on how much the government will subsidize; and to impose a
npenalty on higher cost insurance plans.

A Commission will be established to evaluate heallh care spending
and market trends in areas throughout the country. The Commission
will study how the competitive market works in high and iow cost
areas and will make recommendations to Congress on changes in
health care reforms to reflect its findings. It will establish
performance measures to determine whether market reforms are
effective in holding down the rate of growth in health care costs in
individual market areas. :

\
An assessrment will be piaced upon high cost insurance plans. A high
cast plan is one that exceeds the average of the lowest cost two-
thirds of plans offered in an area. A plan above the (wo-thirds
average will be subject to a 25% premium tax on the difference
between ils premium and the average. (Working on rule for rural and
frontier areas.)

A plan offered in an area where the average exceeds the National
average will be subject to an additional tax if il cost is above the

two-thirds average and its rate of increase is above an inflation

factor set in the statute.

Applies to all health plans including seif-insured.



, FINANCING
(Estimated § ycar financing, $ in billions)

Medicare Cuts

Change Hospital Inpatient Update Formula $13.8
Hospital inpatient Capital ’ 6.7
Phase Down Hospital DSH 13.2
Reduce Hospital IME 141
Extend OBRA 93 SNF Savings 0.8
MD Fees: Real Per Capita GDP 5.1
MD Fees: Cumulative Targets 15.3
MD Fees: Conv Factor ‘ 2.5
Income-Related Premiums 8.0
Extend 25% Part B Premiums 49
Extend OBRA 93 HHore ilealth 2.2
10% Home Health Copay 76
Extend Secondary Payor 3.7
Home Health Median Limit 1.5
Part B Deductible 1.5
Interaction effects ‘ -15.2

Subtotal Medicare ‘ $86.0

Medicaid Cuts

Medicaid DSH Phase-down $43.7

IMedicaid Capitation 12.0

Subtotal Medicaid $55.8

Postal Ser;;ice Retirenﬁcnt 313.0

Subtotal Spending Reductions $154.7
Revenues

Premium Assessment $37.5

Tobacco Tax - $54.0

Hl State/Local 7.6

Subtotal F%ex;ennes ' $61.6

TOTAL FINANCING $253.8
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TABLE 1. UNOFFICIAL ESTIMATES OF THE FEDERAL BUDGETARY EFFECTS OF OPTION 2
(Mandate in 2002, Full Subsidies up to 100% of Povesty, Unconstrained Subsities)

{By fscal ye, in bifons of dofars)
MANDAYE ) ) 1995 1996 1097 1998 1909 2000 2001 2002 2001 2004
MANDATORY OUTLAYS
Medicaid
1 Disconfinued Coverage of Acute Care 0 0 246 K7 -41.0 A58 512 -56.9 £3.1 -69.7
2 State Maintenance-ot-Effort Payments 0 0 ~1D.4 214 -25.5 2117 ~30.4 327 -355 -38.6
3 Oispraportionate Share Hospital Payments 0 L) 48 -102 -{1.3 -11.8 -18.8 -20.7 220 -252
4 Offset o Medicare Prescripion Drug Program 0 0 1 00 e.0 0.9 2.0 -22 2.5 -28
5 Increase Assel Disregard to $4000 for Home and . :
- Community Based Servicos a a a a » a 0.1 o1 0.1
8 Mrmislmbve Savin 0.5 %._-9.5 =07 08 0.8 —(&.1_)"e
BaEnn i : B s S E P R E Oy ) HARR R T
Medcan
7 PartA Redu:hom : '
-tnpafierd PPS Upthtes L] o 08 -2.3 4.2 £$.4 A -8.1 -0.6 T -8.8
- Capitl Redochones ' ' ) ¢ 0.8 -1.0 1.2 - X -2.4 22 -2.4 2.7 -2.9
Disproporfonate Share Hospial Remcﬁors 0. 00 -1.1 -1.4 -15 1.7 -1.3 -2.0 -22 . 25
Siitod Mursing Factity Lim&s a Q.1 0.1 0.2 02 0.2 02 0.2 03 -0.3
Long Term Care Hospitals a - 0.1 -0.1 0t = 02 02 0.3 - -D3 04
‘Medicare Dependent Hospltals a 0.1 0.1 01 « s ] e o - ©
8 Essential Acoess Communiy Rospitals .
‘Medical Assistance Facilty Payments ‘0.9 D1~ 0.t 0.1 0.1. 0.1 0.1 o1 . 0t 0.1
Rurdl Primary Care Hospitals (RPCH) Pmts 0.1 0.4 0.1 0.1 0.1 02 02 02 02 02
9 Part B Reductions . - .
Updates for Physicin Services 0.4 -D8 D8 £7 0.8 08 - 0.9 -1.0 ~1.0 -1.4
Real GOP for Volume and Intensity : 0 0 0.3 6.0 -$.8 25 -3 -42 53 8.8
Elminate Formula Criven Overpayments 0.6 -1.0 -3 ~1.8 2.3 -3.2 A2 55 71 $.1
(:ompeiive Bid for Par1 B - s 42 02 02 02 0.2 0.2 €3 0.3 0.3
Competiive 8id for Clinical Lab Senvices a 0.2 0.3 B ] 0.3 0.4 04 45 0 <05 06
Prohbiion.of Balance Siling A L a a a ' a s ] ] a
hbam Consumoe 07 -3 -13 -14 -16 - -18 20 23 -26 2.9
Covact MVPS Upward Bias 0 o 0 o 02 06 -1.4 26 3.9 5.5
Eye & EyolEar Specially Hospitals ‘A & e 0 4] o 0 0 S 0
Marse PractPhys Asst Direct Payme:t 0 0 01 02 0.3 03 R 05 07 08
High Ceost Hosptals . ' 0 0 0 -0.5 038 08 0.0 0.9 1.0 -1.0
Panmanuﬂﬁihwnkmcﬂlﬂkfﬁl18Iﬁ!nunn : 0 0.8

0.9 13 06 -10 28 5.0 1.7 9.9
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TABLE 1. UHOFFICIAL ESTIMATES OF THE FEDERAL BWGETARY EFFECT'S OF OPTION 2
(aandate In 2002, Full Subsidies up to 100% of Poverty, Unconstrained m)

(By fiscal year, in bilions of doflars)

'MANDATE ' . 1995 1988 1997 1908 1993

2600

2001 2002 2003 2004

10 Patz A and B Reductions

Home Health Copayments (20%) 0.7 34 42 48 -5.0

Medicare Secondary Payer ‘ 0 0 N ] 0 -12

Home Heafth Limits 0 0 0.3 -0.6 0.7

Expand Centers of Excelence .0 -0 0.1 -0.1 0.1

Rick Confracts (Waive 50450 Rule) . 0.1 02 0.2 03 .

Extend ESRO Secondary Payer to 24 Months -0‘1 0. 0.1 4.1 -01
Q

T

0 o .
lfau»w e SR _F.

IR

- Other Health Programs
12 Vuinérable Hospital Pmmts (] ] (1] 1.3 1.3 1.3 13 13
. 13 Long Yerm Care Program (capped ama)
14 Home WCOmrrmilmeedCam 0 1.8 29 .36 50 7.8 114 154
15 L¥e Carn '
16 Academic Health Centars 0 8.0 8.1 103 13 .
17 Gradiate Medical end Nursing Edu:!ﬁon 0 58 6.5 7.6 62
18 Medicare Transfer - Graduale Medical Education 0 24 25 26 28
19 Medicare Transfer - hdirect Medical Eﬁmﬂim a 4.9 -5.4 5.9 8.5
20 wm Infarts and Chidren 0 05 03 . 06 o1
D7 Byt CESER I Ra iy k]
21 Persans between 0-200% of Poverty before Mandate 0 0 465.2 7.4 75.1° 841 942 242 o 0
22 Pernons between 0-200% of Paverty after Mandate 0 0 0 0 0 0. 0 1476 211.9 233.2
23 Employer Subsirfies (12 Peroent) D 0 0 0 0 0. 0 517 6.7 nz.e
24 mew«;nn and Kids 0-240% of Poverly 0 a 156 223 243 2.5 26 73 0 0
0 0 65 .
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TABLE ¢, UNOFHCW_ ESTIMATES OF THE FEDERAL BUDGETARY EFFEC‘I‘S OF OPTION 2
{(Mandatein 2002, Futl Subsidies up to 100% of Foverty, unmwm Stlyshiies)

(BVMW in bifons o dollars)

MANDATE . 1095 1996 1997 1996 1999 2000 2000 2002 2003 2004

B !L m i V
27 Biomedical and Betavioeal Research Trust Fund

‘28 Heskh Services Research " 0.2 03 05 06 08 06 0.6
29 PHS Core Fuclions 0.1 02 0.3 04 05 0.6 0.6 07
30 Health Promofion/Disease Prevention a 0.1 0.1 0.1 0.1 0.1 0.2 0.2
31 Development of Communily Health Groups 0 02 0.4 05 04 0.9 0.2 02
32 bwestmert in Infrastructire Development (Loane) 0 0.1 0.1 0.1 0.1 0.1 0.1 0.1
13 Supplemental Services Grants s 0.1 a2 02 03 0.3 0.3 0.3
34 Enabling Grands (] » 02 . DA 04 04 DS 0.5
35 Nafanal Headh Service Corps 0 0.1 0.1 0.2 0.2 03 23 03
I6 Meats] Health/Substance Atwse Grants - 0.1 0.1 0.1 0.1 0.1 0.1 0.1
37 Schwol Health Grants » 0.1 02 04 05 06 07 0.7
s iow) 0 0.2 02 02 02 02 0.2 0.2
.39 Indian Health Servion s o ) 1.4 1.5 - 16 18 18 2.1
SN CCH CIRRTTE R R S Frrias x:ﬁb‘— A ZEIT SN
[ WAANDATORY OUTLAY CHANGES ’ -2.1 8.1 11.7 240 234 303 345 1235 1655 183.9]
DISCRETIONARY OUTLAYS
t.0 1.0 1.0 o
0 n 0 2. D
0.6 0

n—u:orq: * o> ‘.f-W_) acon g\%‘ Srouen
Lt SES IR 2
Etm = ¥ '“.rbf.x«"./“ 23 % ..,-g,,

40 Departmen o!Laboermu a 0.2 62 = 02 02 02 02 02 D.2 02
41 Women, infants, and Chidren 3.0 34 15 3.7 u
42 EA{:_I—UMAFM !mimoeammm :
?gﬁ . itk :" e IR\ A A : e vmir;za-uwx-x a‘:’\ 52 2%

[ omznom'ommr CHANGES ‘ 36 50 SA 53 49 70

TOTAL OUTLAY CHANGES - , 15 01 170 29.2 23 W3 418 1208 fris 1’91.5'
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TABLE 1. UNOFFICIAL ESTIMATES OF THE FEDERAL BUDGETARY EFFECTS OF OPTION 2
' ’ {Maxiate in 2002, FdanhiMo!Pamty UMWSMM}

(By fiscal year, In biions of dollars) -

59 Incr in Reporting Penaltes for Nonemployees

DRAFT

Paag4or5

MANDATE 1985 1996 1997 1994 1999 2000 2009 - am . M3 2004
RECEIPTS
43 icrease in Tax on Small Cigarettes 07 27 45 6.1 7.6 T4 71 69 68 6.7
44 1.75% Excioe Tan on Private Health Ins Premiums 00 00 00 0.0 0.4 00 0.0 00 00 (1 1]
45 Add] Medicare Part B Premisrrs for High- . : i : :
Income Indivich sals 0 ) I 15 1.3 16 2.1 26 34 4.3 55
465 Incease Excise Tax on Hotow-Point Bullets © =ceecncnan Neglghle Revenue Lost - ~- -« anvu- ‘
47 Inchde Certain Service-Related Income in SECA/
. Baxd Certain inven-Refated income from SECA -
a) General Fund Bxfect 0 0.1 0.1 0.1 0.1 0.1 0.1 4.1 0.1 ~0.1
b) OASDI Effect o 0.1 a2 02 D.2 0.3 0.3 0.3 03 0.3
48 Extend Medicate Coverage & Hi Tax to AKX State i i : .
: and Local Government Employees o 16 1.8 .5 1.5 1.4 1.4 13 12 12
-48’ Impose Excise Taxwith Respect to Plans 4 » '
" Faifing to Satisfy Voketary Contribadion Rades 0 aga 0.0 0.0 00 0.0 DO 0.0 00 0.0
-850 Provide that Heath Benefits Cannot be Provided '
thru u Cafeleria PlarvFlex Spend Arvangements 0 0.0 0.0 0.0 0.0 00 0.0 o4 a.a 0.0
51 Exendinrease 25% Deduction for Health . : ’ , .
tnsurance Costs o Seif-Employad tdhiduals 0 0.0 00 - 0.0 0.0 0.0 oa 00 0.0 a.0
52 Uit on Prepayment of Medical Premitams ™ ~-—-—-ecne Ncﬁgﬁhﬂmcdn------—-n
53 NonProf? Healh Care Orgns/Tasable Orgne
Providing Health ins & Prepd Health Care Sves a a a " a - a a ' a
54 rmmmmmmmmmm 0 a 0.1 01 0.1 a.1 0.1 0.1 0.1 0.1
55 Crant Tax Exempt Stattes to State ins Risk Pools a a -0 0 0 H 1] 0 0 0
© 56 Remove §150 miiion Bond Cap on Non- 4 :
. Hospia! 501(cX3) Bands a - a 0.1 0.1 0.1 0.1 02 02 02
57 Qua¥fiod Long-Term Care Benefits Treated as
Medical Care; Clarity Tax Treatment of Long- _ . , .
" Term Care inctrance end Services 0 s -0.1 0.4 4.1 -0.1 02 02 -0.2 0.2
58 Tax Treatment of Accelorated Death Benefits ‘ '
- Under Ule Insuranoe Contracts T om » 0.1 0.1 0.1 0.1 -0.% 0.1 0.1 ~0.1
0 s T a ' » a a s a

p-1.1- R0 - P
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TABLE 1. UNOFFICIAL ESTIMATES OF THE FEDERAL BUDGETARY EFFECTS OF OPTION 2
_ (Mandate i1 2002, Full Suyyidies up €0 100% of Povesty, Unconstralned Subsidies)

_ (By fiscal yea, in hilions of doftars)

MANDATE ' ‘ 16835 1996 1957 1998 1908 2000 2001 2002 2003 2004
60 Post-Refirement Medicaliiife Insurance Resenves «——----—-- Negl’ﬁle Reverue Effect - -~ = -cnee
81 Taoe Crecit for Practioners in Underserved Areas a 0.1 0.2 0.2 0.2 0.1 0.1 2 . a p)
62 Increase Expensing Limit for Certain Med Eqép 'y . I : u ‘= x a a a a
63 Tax Credi for Cost of Personal Assistance Sves ) ,
. Required by Employed Individuaks , 0 » 0.1 0.1 01 01 0.1 02 02 0.2
. 64 Disclosure of Retum bformation to State Agencies  »----w--=- No Revenwe Effed~ « «avwnnn -
65 Impose Premium Yax wih Respect o Certain
High Cost Plare [ 0.0 a0 0.0 . 0.0 0.0 0.0 0.0 0.0 0.0
. 68 Limit Exchesion for Employer- aid Hei!tb Benefits B 0 00 a0 00 g0 0.0 0.0 0.0 0.0 00
€7 Indrect Tax Effects of Changos in Tax Treatment i : ‘
of Employer & Househald Heath Ins Spending 4] 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
I YOTAL RECEPT CHANGES 0.7 42 T3 . 85 103 10.7 108 14.2 119 13.0]
DEFICIV
NARDATORY CHANGES o -2.9 0.3 v 155 1_1.1 t8.0 .7 1123 1538 1709
YOTAL CHANGES o . 0.8 4.3 8.7 207 } 180 - ;e 308 "M9¢ 1609 11!.5
' CUMULATIVE DEFICIT EFFECT ° - os A5 8 289 449 7.5 102.3 2219 LTI Y ] 5813
'SOURCES: Congressional Budget Office; Joim Commitee on Taxation ]
) =
NOTES; =
The budgetary tre atment of mandatory presnium payments ks under review.
The Gpures in this tablo tdldedmmn authorizations of appropriaons and in SocalSaaxﬁyﬁrﬂwoddeewumedhwqomg under the Budget
Emaemem Act of 1690, .
] Pmmmﬂxmoosunvebzenmagdbnm!ﬁuk. l
a. Less than $50 mion. .
' 8;} s
o <
Lo I
L -
. - W
. . n O
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B. ADDITIONAL SUBSIDIES FOR UNINSURED KIDS ~
1896 .
1.  Eligibility: Medicaid coverage would be expanded as fé!loWs for the one-year
period between 1/1/96 until 1/1/87.
a.  Infants who ars currently coverad to 133 percent of poverty, with an
. option to 185 percent of pcverty, would be covered up 186 percent of

poverty.

' b Children up to age 6 who aré currently covered up to 133 percent of
poverty would be covered up to 185 parcant of povarty.

c. Children between agss 6 and 19 who are currently covered up 100 to
~ percent of poverty on a phased-in basis would be covered up to 185

percant of poverty. PM

d. Children w0 are currenlty covered up to 185% of poverty through

' 1902(r)(2)br 1115 waivers will be covered. States that use 1902(r)2 or
1115 waivars to cover children at higher income levels could ¢

covar thase persons at current FFP, but would receive 100
financing only for childran with income up to 185 percent of poverty.

2. Coverage through Private Plans: Similar to the OBRA 1890 provision, states
- are required to purchase group health insurance coverage for Medicaid ,
benseficiaries where cost effectiva as deﬂnad by tha Secretary In addition, State
,opnons includs: : .
A

a. amily o of em [ plan: étate may elect to enroll children in a
family option within the option of the group health plans cfferad to the
carotaker relative. .

© b, Eamily optjon of staga gmployes plan: a state may elect to enroll the
S children in a family option within the options of the group health plan or
plans offered by the state to state employees. .

¢.  Hsalth Mam;gnance Qrganizations: a state may elect to enroll the
children In a health maintenance organization in which fewer than half of

the membership are aligible 10 raceive medical assistance benefits. This
enroliment uption is in addition to any enrolimant option that a state might
offer with respect to recenvmg sarvices through a health maintenancs
organization. :



¥
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d. A state may elect to enroll children in a basic state health plan offered by -

the state to individuals in the state otherwise uneble to obtaln health

insurance coverage | L
Madicaid will pay for the full premium ang-fie full cost sharing amounts but only, R
forthe-saricas cousrod-by-Medical :c\ Medl: au? wawa

Current Medicaid rules govarning covered servicss and recipient aligibility would ﬁ

be retalned to cover sarvices not otherwise provided undar private heaith pians
for those who are in the states' Medicald eligible groups prior to the 1938
expansicn, | . _ : Y ‘?‘7 6 .

Flnancing. The Federal government would prowde the following Federal

matchmg through Medicaid.

a. All eurrent eligibility categones would continue to matched at the state s
regular Medicaid matching rate (FMAP), except as noted below.

1. Coverage for infants with family incomes between 133 percant and
- 185 percent of poverty would be 100 percent Federally financed.
2. Coverage for children up to age 8 with family incomes between 132
percent and 185 parcenr offpoverty would be 100 psrcent Federally

financed.

3 As of 1/1/98, caverage for ¢hildren born before 10/1/83 up 10 age
‘ 18 (children ages 14 through 18) with family incomes above AFDC
-but below 100 percent of pgverty would be 100 percsnt Federaliy
-fimanced. ,

| 4. Coverage forchild'ren a"geéup to age 19 with fami)y incomes
' between 100 percent and 185 percent of poverty would be 100
percent Fadarally financed.
Mw

- 5. Coverags for children above 185% of poverty in states that expand
aligibility through 1902(r)(2) or 1115 waivers would continue be
matched at tha states' FMAP. ‘

b. Administrative costs would continue to b8 matchad as in current law.

1997 And Subsequent Years -
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Eligibllity: In general, children up to age 19 who have not been covered by
private health insurance for at least six months (or longer if dropping employer
coverage 1s an issus) and who are in families with incomes up to 240 percent of
poverty wouid be eligible for a vcucher toward insurance coverage

a

a.

- Children In a family would not be sligible for this program if the children

are eligible for coverage under an employer's pian where the employer
offers to contribute at least 80 percent (could make it a lower lavel it thers
would be an assumption that employers would reduce coverage for
dependents; note nondiscrimination rule!) toward the cost of a single-
parent or Mo-parent famity pohcy

To be ehglble for the program families would be requ;red to enroll all
|g ible dependant ¢children. .

Children who were covered undar a state's Medicaid program (cash or
noncash) as of December 1996 would not be required to meet the six
month praviously-uninsured test. .

_ Amount of 8ubsldy:

Eligible children in families with Income up to 185 percent of poverty
would receive a voucher for the full premium for the appropriate childran's
pelicy (limited to the lower of the weighted average community-rated -
premium or the reference premium in the HCCA).

Eligible children in families with incomes between 185 percent and 240

- percent of poverty would receive a voucher for a portion of the premium

(calculated on a sliding scale, phasing out at 240 percent of poverty) for
the appropriate children's policy (limited as in a. above).

Usae of subsidies: Commumty—rated health plans would accept vouchers
toward paymant of cuverage

a

community- rated health plans would create two categonas of cmldren s
coverage: single child and mumple child. ‘ ,

‘These categories would be tied to the premiums charged for twa-parent

family coverage.. The National Board (or HCFA) would determine the -
average cost of insuring children and would express it as a national
percentage for family coverage. For example, the single child policy
might be one-third of the premium for the two-parent family policy and the
multiple child policy might be ons-half of the two-parent family premium.,

3
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¢.  Eligible children with a parent covered by a community-rated-or
expenanca-ra gd plan could use their vouhar to be covarad under the

W“"’J parenls pol; 5 i M ‘ 4

>
at ;_.

4 Nondlscr mination To protect the subsidy program from 1 Tncentivas for
employers to drop coverage (and/or contributions) for dependant children,
nondiscrimination rules would apply to employar's dacisions to offer caverage
and the percent they contribute for dependent children. Nondiscrimination ruies
would apply by class of employee (i.e. full-time or part-time). .

5. Multuple Eligibility: For families that are eligible for a subsidy under the klds
program and under the low income or unamployed voucher program:

a. . The famnly would receive the sum of: the voucher amount for the kids and
the applicable low-income (or unemployed) voucher amount for the family.

b.  The voucher for the Iow income voucher program would be calculated
" using the poverty level based on the entire famil Y, but the premlum would
be tha appiicabie premium for the’ enﬁre famdy minus tha premium
applicable for the kids alone.

c. A family may use the children's voucher and the low-income vouchar to
d [ purchase sepgrate policies or combina their valus toward ona policy,
, vl . L , o
6. ' Wrap-around Benefits: Current Medicaid rules governing covered services.
and recipisnt sligibility would be retained to cover services not otherwise
provided under private health plans (wrap-around services). These benefits are
limited to the recipient eligibility groups set’by, {he states prior to the expansion.

&
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C. ADDITIONAL SUBSIDIES FOR PREGNANT WOMEN

Eligibllity: Medicald coverage would be expanded as follows for the ane-year |
perlod between 1/1/96 untli 1/1/97 :

a ) Pregnant women who are curr'ently covered (0 133 percent of poverty, .
with an option to 185 percent, would be covered up 185 percent of

overt
P Y _ ﬁ: pm
b. Prognant women o are currenity covered up to 185,%/of poverty
' -through 1802(r)( 1115 waivers would be cqvered. States that use
1902(r)2 or 1115 waivers to covermﬁfgher income levels could
continue to cover thase parsons at current FFP, but would receive 100

Federal financing only for pregnant women with income up to 185 percent
of poverty.

' c. - Asunder current Medicald law, pragnant women who would otherwise

lose Medicald eligibliity due to a change In income remaln Medicald-
eligible throughout their pregnancy and

Coverage throug |] Prlvate Plans Pregnant women would be entitled to the
SR oprryrAistedscipey) as determined by the
states. Similar to the OBRA 1990 provmon states are requirad to purchase
group health insurance coverage for Med|caid beneficiaries where cost effective
as defined by the Secretary. In addition, state options include:
A
a Familv option of emgloyeg g|gn: Hstate may elact to anroll pregnant
women in a family option within the option of the group health plans
offered to the caretaker relative. '.

b. Family option of stata emploves Qlag a state may elect to enroll pregnant
women In a family option within the options of the group health plan or

plans offered by the state to state empkloyees.

¢. - Health Maintenance Qrganizations: a state may elect to enroll pregnant
: women in a health maintenance organization in which fewer than half of
the membership are eligible to receive medical assistance bensfits. This
enroliment option is in addition to any enroliment option that a state might
offer with respect to receiving services through a health maintenance
organization.

thresemonth-postpartum-petice:
o Sithy-day) gost—artun Perkzi..
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d. A state may slect to enroll pregnant women in @ basic state haalth plan
- offered by the state to individuals in the state otherwnse unabie to obtain
health insurance coverage '

Medicaid will pay for the full premium and the full cost sharmg amounts, but only for
services currently covered by Medlcald In that state.

Current Medicaid rules governing covered services and recipient eligibifity would be
retained to cover services not otherwise provided under private health plans (wrap-
~around services) for those who are in the states' Medicaid eligible groups prior to the
1996 expansion.

3. Fmanomg The Federal government would prowde the following Federal
"' matching through Medtcard

a. All current sligibility categortes would continus to matched at the State's
regular Medicaid matching rate (FMAP), except as noted below.

1, Coverage for pregnant women with famlly incomes betwesn 133
. percent and 185 percent of poverty wouid be 100 percent Federally

ﬁnanced ‘ A ,

2 Covarage for pregnant women above 185% of poverty in states
that expand eligibility. through.1902(r)(2) or 1115 waivers would
continue be matched at the states' FMAP.

b.  Administrative casts would continue to be matched as in current law.

1997 And Subsequent Years

1. Eligibility: In general, uninsured pregnant women who are in families with
incomas up to 240 percant of poverty would be eligible for a voucher toward
Insurance coverage. :

. a. Pregnant women would not be eticible for this subsidy if they have . -
available an employer's plan where the employer offers to contribute at
least 80 percent (could make it @ lower level if there would be an
assumption that employers would reduce coverage for depsndents; note
nondiscrimination rule!) toward the cost of a policy covering the women.

b. Ehglbllttywould continue forthfee-ﬂemhsefter dellvery
- - 0 daags,
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¢ Pregnancy would not be_ treated as & pre-existing condition :

d .. Pt MR g Pregnant women who wwld othem:se
Mot elglbtllty due to a change in income remainJVESese-
-eligible throughout their pregnancy and ost-partum perlod.
popnie L LS <
o urrent Madicaid rules governing covarad services and racipient ehgnbﬂnty would
e ‘ba retained 1o cover sarvicas not otherwise provided under private health plans -

(wrap-around services). These benefits are limited to the recipient eugabtllty -
groups set by the states prior to the expans!on ‘

2. Amount of Subsidy: ’

a.  Eligible women in families with income up to 185 psrcent of poverty would

- raceive a voucher for the full premium for a single policy (limited to the
lower of the weighted average community-rated premium or the reference
premium in the HCCA. )

b. Eligible women in famnhas w;th incomes batween 185 percant and 240
- percent of poverty would receive a voucher for a portion of tha premium
(calculated on a siiding scale, phasing out at 240 parcant of povarty) for
tha single pohcy (limited as in a. above) ' '

3.  Use of Subsidles: Communlty-rated health plans would accept vouchers
toward payment for coverags. A pregnant woman could use the voucher toward
the purchass of a single policy or toward the purchase of a coupls, smgie-parent
or two-paren;‘f clicy, as appropriate. : : ’

4, Eligibllity: For familigs that are sligible for a subsidy under the pregnant

women program and under the low-income voucher or unemployed program:
a. The family would receive the sum of: the voucher amount for the pregnant -
-~ woman and the applicable low income (or unemployed) voucher for the .
family.

b. The voucher for the Iow-mcoma program would be calculatad using the
- poverty lavel based on the entire family, but the premium would be the
applicable premium for the entire family minus the premium applicable for
the pregnanr wcman alone. A

-G, A family may use the pregnant woman voucher and the low-Income
voucher to purchase separate policies or combine thair values toward one
policy.
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d A farmiy ehgnble for the low income (or unempioyed) pregnant woman

‘ . and kids subsidy programs would be ireated in the same way as
described above, except that the applicable premium for the low-income
(or unempioyad) voucher program would be the applicable premium for -
the entire family minus the promlums apphcablo for the pregnant woman ‘
alone and the kids alone. - . :

The appllcable premium for the- Iow-mcome (or unemployed) voucher
»program could not be Iess than zero. - ,
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D.  SUBSIDIES FOR PEOPLE LEAVING WELFARE FORWORK.

Policy: To provide subsidies for people leaving welfare for work, the existing
Medicaid transition benefit would be extended to cover eligible mdlwduals for 24
months .

Duratlen of Coverage Current law allows for a simpls 6-month extension, and

" then a more complex second 6-month extension. We recommend eliminating

the second extension and Iengthenlng the flrst by 18 months to create a single

: 24-month transition beneflt

Eligibility: Currently, the two-phased exteneiOn terminates if the tamily no
longer has a depandant child. In the health reform contaxt, family policies are
provided to varlous family conflguratlons not just to coupies with dependent

“children. For this-reason, as well as to provide additional work Incentives, WQ

recommand striking the ’ termtnatlon for no dependent child" provlslon

In addltlon to those who have been off of welfare for work for one year, those
who are in their second year off of welfare for work and who are currently S

B unlnsured would be eligible for thls program.

Coverage through anate Plens Similer to the OBRA 1990 provision, etates '

~ are required to purchase group health insurance coverage for Medicaid

bensficiaries where cost effectwe as deflned by the Secretary In addltlon state
optlons include:; : ;

‘a:_ Family option of smployer plan: A state may elect to enroll a caretaker

relative and dependent children in a family option. W|th|n the option of the,
group health plans offerad to tha caretaker ralative.

b Eamﬂy_qmmmm_enw a state may elect to enroll the

carstaker relative and.dspendent children in a family option within the -
options of the group health plan or plans offered by tha state to state
.employees. . , :

e Health Maintenance Organlzetlo'n a state may elect to enroll the'

caretaker relative and dependent chlldren in & health maintéenance
organization in which fewer than half of the'membership are elaglble to
receive madical assistance benefits. This enrollment option is in addition -
to any enrollment option that a state might offer with respect to recelwng
serwces through a health malntenance orgamzatlon
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d.  Astate may elect to enroll the caretaker relative and dependent children
in a basic state health plan offered by lhe state to Individuals in the state .
otherwise unable to obtain health insurance coverage. . '

Medicaid will pay for the full premlum and the full cost sharmg amounts, but omy
for services currently coverod by Medlcaxd '

Current Medicald ruies govemmg coverad services and recipient eligibility would
be retained to cover services not otherwise provided under private health plans
(wrap-around services).

Financing: The Federal govemmem would cover 100 percent of tha oxpense
related to thls sxpansion.

1987 And qugegueng Years
1.

Ellgibility: Welfare recipients who return to work would receive subsidized
coverage for two yeers. ~

Amount of Submdy. Instead of receiving MeAdicaid coverage, welfara recipisnts
returning to work would receive a full premium subsidy for the entire family (i.s.
the family would receive a low-income voucher as if it had income below 75
parcant of the poverty level). ' :

Wrap-around Benefits: Current Medicaid rules governing covered services

and reciplent eligibifity would ba retained to ‘cover services not otherwise
provided under privata health plans

10
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CHAPTER TWO

" HHS ASPE/HP

»+» JENNINGS

BACKGROUND 7

In 1978. the Congress enacted section 125 of the
Internal Revenue Code, which allows employers to
set up so-called cafeteria plans for certain employee

~benefits. ~ A cafeteria plan allows employee.s to

choose to receive part of their compensation in the

form of one or more nontaxable fringe benefits or in
the form of taxable wages. The benefits may include
an optional health insurance plan or choice of plans;
out-of-pocket expenses for such items as medical and
dental services, prescription drugs, and eyeglasses;
and the employee share of the cost of health-insur-
ance -provided by cmpioyers The law excludes
benefits for medically related items paid for through

a cafeteria plan from employees’ taxable income. As

*a result, employees with access to such a plan may -

pay for all or most of their medical costs with pretax
doliars..

In general, people who purchase their own

" insurance directly cannot deduct the cost. Individu-

als may, however, deduct the portion of their health
insurance premiums plus other medical expenses that
exceeds 7.5 percent of their adjusted gross income.
From 1987 to 1993, self-employed people could
deduct 25 percent of the cost of their insurance

premiums under section 162(1) of the Internal Reve- .

Table 2.

“Trends in the anary Source of Health Insurance for the U. S Population, 1980-1993

37

SOURCE: Congressnonal Budget Office (CBO} estimates based on data from the March Current Poputanon Surveys of the Bureau of the

Cansus and othar sources.

NOTES: CBO is currently revising fis astimates of the distribytion of insurance coverage. The astimates presented hera are preliminary,

Numbears may not add 1o totals because of rounding.

a. Also includas coverage provided through the Department of Veterans Atairs.

doo01/001.

Source of Insurance 5980" 1983 1987 1990 1993
People (Milllons)
Employment-Based® 148.0 1495 150.3 153.1 148.6
Individual 155 15.1 4.8 14.7 15.1
Medicare 24.0 25.9 28.7 . 305 326
Medicaid 115 124 14.0 148 20.5
None 24.2 266 31.0- 33.4 37.4
Total 223.2 229.6 238.8 2462 254.2
Percentage pf Population
Employment-Based® 86.3. 65.1 62.9 ‘622 58.5
" Individual 69 6.6 6.2 6.0 . 6.0
Medicare 10.7 1.3 12.0 124 Yy 128
Medicaid 5.2 5.4 5.9 59 6 8.1
LA
‘None 10842 0? 11,6 A V3 130 \whd . 136 . 14.7 12
b .
Total 100.0 1000 . 100.0 100.0 1000 Y164

33
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THE WHITE HOUSE
WASHINGTON

July 31, 1994

MEETING WITH SENATOR HEFLIN

Date: August 1, 1994
Location: Oval Office
Time: 6:30 - 7:00 PM -
‘From: Patrick J. Griffin

I. PURPOSE
e To acknowledge the difficulties Senator Heflin faces in his home state in supporting
_ health reform, particularly should Senator Shelby —— as expected —- not support the
bill. ' \ * : ;
. Noting his important vote with the Administration on the budget, to seek his support

with another critical vote for your Presidency —— health care reform which achieves
universal coverage.

° To illustrate your flexibility and willingness to compromise for a bill with universal
coverage. '

II. BACKGROUND

Senator Heflin is not particularly well-versed on issues of health care reform.
However, in private meetings he has expressed some frustration at the seeming
inability of Senators to work out the problems on this issue so they could get it done.

At public events in Alabama he has expressed support for the concept of universal
coverage. He also noted that he did not know how that could be achieved without
some kind of employer mandate. However, Senator Heflin does share the concern of
many moderate and Southern members about the impact of the mandate on small
businesses. He advocates folding in the health component of workers' compensation
insurance as a way of ameliorating the impact of the mandate on small business.

One issue with which he is quite familiar and has definite views is tort reform. He
opposes caps on damages as a means of malpractice reform.



[II. PARTICIPANTS
The President
~ Senator Heflin
Patrick Griffin
Iv. SEQUENCE OF EVENTS
Closed meeting with Senator Heflin in the Oval Office.

V. PRESS PLAN

Closed Press. (White House photographer will be present.)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
PUBLIC HEALTH SERVICE
OFFICE |OF THE ASSISTANT SECRETARY FOR HEALTH

PHONE: {(202) 690-5824
FAX: (202) €690-8344

o f Epolic.

-FAX NUMB[ER

DATE | j/{ ZC[

TOTAL NJ.. OF PAGBS (INCLUDING COVER)

P
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NOTE_TO JUDY FEDE? AND JERRY KLEPNER

Ollie Fein of the

Senate Majority leader’s staff has requested

technical assistance on the impact of a policy option for

allocation of DME

The Labor & Human
years to a 50/50

p%yments.

R%source bill would phase hospitals over five

blend of their Medicare all-payer costs and the

wage adjusted national average per resident amount.

The alternative would allow hospitals to receive the higher of
the adjusted national average or the blended amount in each year

of the phase-in.

The attached draft %ables show the impact of the alternative
oliicy in the Labor & Human Resources bill.

first table show
were implemented
the distribution
alternative if it

relative to the ;

If there are any
Kate Rickard at ¢

‘1
The

the distributional impact if the alternative
in a budget neutral fashion. The second shows

$l impact and the additional cost of the

were not budget neutral.

qqéstions regarding these tables, please call
90~5824. - »

;
k|
|

16:36
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0 DME Comparison of Options® for 50/50
3 All-Payer Cost Based/Adjusted National Average Blend
q
< Budget Neutral
M
- B VA Z Yoars Veor 4 Yeor§
(1] . e e . K1P _ ... FOfs0 e 5940 - K
o . Syrmetiic | Asymmeiic  [Pwowd | Symmedic Asymowetic  (Pewoert | Symumdne Asyrareiric  [Perowrl | Symmedic | Paymemetic  |[Peroent | Symmate | Avyrimwtnio  |Peent
_1 N Yrorwition Tramelfon 9 Trareition TrarsBlon  |Che Yrarmition Yoare Hion Traraicn) Trarwition iChenge ! Trarsiion Trarsd C
= ANV eaching Hosp beis It , 800,000 6,900,000  0.00 £5,800,000 S.800.000] .00 500,000, $5.600,000] 0.0 500,000 B0000G]  000)  §e000000]  #3,600000] 0.60
= AMG o a3 790,660 1LeB18] 244 1,600,828 — 31645833 218 €1.010865 31848100 180 81,520,078] 31,850,350 61 168 188206571 | .84
o | pendMCEOTH T T 73] $1,553.401 11,514,740 ~2.49) 1.545,068 1,610.005]  ~228 1,556 621 $1.500,7551” ~1.04]  %1,528.065 502,565] ~147 310417 1,490,2001 - 1.3
& [ NenCOTH i) waesorel R 4l4n] -021 324690661 B4 07 $249614]  82445136] ~0.18] 2450967 7066 —0.18 82,452,410 R400621 ~0.14
N lintewrs—Aondads to Deds Ralo N ) _ DU
D Yew T 657]  — $610.849 8811570 045 607,429 | msm Qs 0G4, 174 w0631 oW $H00683] POR0SS! 020 | 997,550 T49! 020
S Medm T 3191 T 81.571.8%0 81,533.958] -3.77 $1570,752] _ 81,55,683] ~2.41 siS8agoa}  $1629,750] -2 16] 61,556,751 $1507.550) —1.6Af  $1.549,637]  WLSafant] - US7
S T T84 $550.065 8854.277] - 1700 $844.560 8251,568) ~1.50 ®800.020] " seaa.7e8] —1.51 $865,426] SOASUGET] 111 060,781 —aagTi| - mj
tg [~ Highest R Y ) B2 74Z,0A7] _ §2.6001%0] 210 827572641 B2600035( . 1.84]  $2,172017 E2816114] 155 €2,750.940] 2427 1.38]  tesoao0e] tzpeNe8| 141
i WO - e = o o
~ }‘D” HighDBI# - 1=y $ICBOB10 33,060.243] ~002] 50055441}  #3.066334] ~000] = 83050614 EA060,282]  0.01 3,044, 520 $3005.081] 0.2 Fa005, 554 33030.724] D02
T o Peross T [~ arsy 81,267,506 1,259,750 " ~0.50 $1.26G. 481 80, 282504]  ~0.55). 1,271,679 1,265,337 0.5 12700001 31.200.2%4( -O.4d a0 A 81.771.260] -058
T P %S AT a8 1,460,007 058 1,475,078 $Ta 6 0 1,478,307 51,464,3611 0.1 TABT.572] _ $1400,665]  OM] 404872 61400017 €29
Stea PSRN SN S R U I S -
[~ 0-Sobedy B [ £53, 550 $5a380f  890] #5458 s5éyed| 7175 M550 oz M) ) Y50 08d; 557 857,533 60,148} 4.56)
e 100~ ¥0bods | @55 320,187 £x,8400 143 $325925] 930148 (.30 BREAN  $004]  LiE $325308 Eenosd]  101) . kesy o8] 086
[ ¥han 200 -290beds 250 $707,858 #7723 058] 078 _BesIal T piacet] 084 STIAAd] - 751231 0SS §712,868 §710.108] a4y 714571 $7V1.502] 088
77 Uken 500300 bads e TEe0s 850 1099541 197 8E08.637 SIOW.I58]  175)  $L.000,150)  ~ $1.015800]  T62]  §),00040% ROTASE] T80f 1008683  6i.0ViJ6T| 100
[ fben @00~ Wohedy 157 €547,.604 60344081 158 647,689 IR LA 947,673 $537.000]  ~1.42] E047,680 $Ki6, 408 00T} $wel05¢ WL674] . ~06g
Uken 500¢ beds__ {78f 82078575 $2060,340] —066)  $2.575,100 §2857.58| 058 2,600 201 $2,BE5.613) 081 $2.666 381 $2 653,082 ~0.4G)  §2801,2%8 £.651,652] -0.58)
[~ R 0-40bads T ) 31,445 [INEE MREYLS S 4™ 8728 1567 1,640 $17&] 1950 3 .586] g1.7001  11.67 1.638] 17wl aes
[ sl S0- 09 bode Rl kI 82,757, =368 $2206(  ®ai62] -dai 2250 57| -2 2.2 2477 -3.64 2.225 2177 215
844201 QA1) - 28 Ca4s]  ain b, 214 $E08 e $4.200 84,548 83) ba 3l 345081  A74
) $18.3a] 548 $I87ST] 315047 -4.8 818,222 §16.530] <427 “OIEAY]  B15124] <358 $15, 148 Srasoe] 297
$00,711| -a3s]  — 567,1%8] . $65,150] -9.65 $8038&1  864,163) 005 £64,008 tea.144| 285 $03.665 2,008 -2.38
$9.500]  Has 8450177 $ATZ 5] 26t CABAGG0)  GAI5S82 240 938 $ra08i] 208 $473.804 O
81,007.825] 468 $2.076.934 $1086,108] —aa7 2053419 $1.57845] 385 $2.020.658 S0, B28[ ~ax2]  $e00%000)  §1,040664] 270
735,408 182 EraszT0l  §7234af] -8t $731, 508 1721,55] ~140 78Tl - 08l ~120 $72¢,112 $710950] ~-0.99
1 =087 $I00%.484] . $005429] —o08a $1.006,007 $968.732] ~0.73 £i.008,898 1] | o6l  ®011,267 $1.006.0061 ~058
189,155 151 132,068 11837481 318 $183,230 188,330 278 S1e0 481 $187.000] 241 s $187,457 103
007,003 .35 200,082 506,336 55 $205,042 IR 0T) 4.8 $208,435 “EN0E87| 410 $301,0841 Bisal 38
j320.630]  a63] 5316418 EX0, 238 ) 321,004 X857 295 $323,37) €51, 498 X 30 SR 1sel 206
144,077 435 J139.396] tvdaTi2 .84 $140, 734 145,385, 425 142,000 $140.038 ¥ 143,450 $1a72) 2w
J644,906]  11.6 SE61.262| #850313 .00 $604, 529 CIS¥314 @t‘_ pE 17,557 $861.600] 14 8630655 687508  5.80
8 142.757] ~1.050 " 8e078600) 84137813 -0 4,166,607 $4,132,720] 0811 4,166,408 84,127,488] 070 84,140,045 84.Y272004] -058
. §61.863] 227 $3a8es| ~  soi1ese] 208 $60,508 Sidn] 8| T seogse] gl 1% 00,768 e00.674] 154]
. $LET007T 2o WS4 §iseers| 2355 £1.522.606 15582081 S| 1536248 n.mmﬂ 1.86 91545815 vi50 2630 152
: 1,955 —0.68 32688 S4Bl 812 $20.757 $10677] -5 50] §10,558 T ssel —& 318577 AT
} Bymmctric ¥rarition: . poz maidaat amounts athar greier or less than asdiusted natioral mvoragn phased o SO/S0blend aver Ivo yean.
Ooten g
Asyorwrwtsis ¥ rwcEion Hospizals with hstore oot besed por mm amolNy groster than adiugied nalloral avirage phesed to SO0 biend ever Sve yesrs. D—

Hazpitaly with cotl basad amouns acs Ban adjusiod nalonal sveraio move o SOS0bland v lirst yoow and sulys ecpuently.

-2 Olead is DO ofl ~payer cosd basdd10% a4fpadod nutional aversn in Year 1, 80% all-payer cost bavad/20% sdiustod nalions] avesage in Yoar 2, o,
s Basad on the Madionkd drog prcing citena reguiting Medonm DSH parcantage of ove: 11.75%. This Includos oth publk and non-public hospl s,

FYL ¥

JU—go— Loos



—~

466 PB4-84 JUL 29 '9gq

DME Comparison ot Options* for 50/50

RSN

JUL~ZY= L wea

[\.
“ : I . : ’
& All-Payer Cast Based/Adjusted National Average Blend
—i -
Not Budget Neutral
“Vear | Fooe € Youl & Vour § ‘] Yoor 5
e e o RN . 220 040 L) SOf50
T I Symmetre: P«g:rvtﬂl: Paren] Sy Asy | Peroorf| Symmar Aasy Porment| Symmairc Asyrarmetric Pmd‘ Symmetric Asymmerie | Poroent
N Crarge les ] \J Change Charge Chare Chenge G Shange =
ALY Ropitals [117] 5,600,000 $0,506850F  6.42 35.800,000] %!mcaa'“ 8151 §5,000000]  $8215,616]  T.07 000, (O AT 800,006 002301 518
. 3| j1.Jobe0a]  §2011072] 1478 $1,806.826 1996972 106 $1.615865 i GE0. 606! 419 §1.200,078 10640881  7.00F 61,806,168 1948568 0658
Non AMC OOTH 173 $1,659,461 $1.6528082] 60 $1.545 068 51,833,031 8,75, 81500621 31,814,777 5.00 $1.520,005]  $1.5054171 441 $1.510.407 B.575.847; 371
| NonooTh ] 2,448,673 24097 ass 12,440,050 628429821 7,04 §2,450,51¢ R0 008] 52450057 s=e 0] 601 QA6 e 5rn8eal 503
irdeorw--Rosidurts to Deds Retio . . j 7 I
o ow . 857 90100607 = B6I054] o0 $607,429 658,161 .84 $304,17¢ 845,750 7.99 85 tco2ml o €597 550 $620,788] 5%
m 33} §.5776840 s1579851]  ato]  sisrorse 81,056,728 5.47 $150,700 318504211 4064 $1,650,751 $UEaI.00] 419 91,540,637 $1604248] 252
— “High - [X $665,063 (AL X $064,508 8320968 062 $560,00] 0537|577 3655498 $258,104| 5.00 $850,161 soags0n] 4.2
I hesd 143 E2.742,0471  $3055500] 1i.4% 82,757.254]  $3.006,567] 10.14 82,772,017 0018007 ©v87 $2,768.640/ ge.as  1e $280c 0041 62670036 0.4
Dispxpod ¢ Share — — : -
 Yogn oo 327] 060810 330,032, 010} Ba0Bsadt]  $8.604.308]  B.15 Ba050014)  Sazennondl 798] 0S| WAz 620]  Eod808sf  SAIWIO0T2] SX
[ e OFH 775 1,267 BLO74BYT|  A47]  E1780.481)  $13653541 7561  $1,274679]  $1,350.052 $.2reee|  e1adaeme| 571 t1270.144]  S1.37084]  AN7
[~ “NonDSH .58 1,471,682 B1.61408Y) 072} $1475078| 1008955 007 $1.470.307 B1.500 706 1.8 $1,481,872 $3,576,513]  0.54 §1,404.072] 91,506, 5.47,
Ske N o . B — )
b-oGbeds Y] I ) Taes|  1aBa 6450 363,570 1653 5,540 03475 1420 824631 PR30 T2 10 67553 besze3] 696
| " 1ban 100 190bods 255 $326,1871 $301.0¥61 10,688 $3B025  wo7,062]  O85] T Emea iasaoaa]  aat 06300 CO o B I XA 334,094 60D
Uben 200299 beds 256 $007.000 ¥7ra 00 evel  §7mEiel  §772%78] 886 $711,184 70038 T00]  €71265% $700.44] 8871 T #7145 eiseerzl 558
ar S00—-300 Do<is p7i] $905.560 06 562] 11.27) $506,637 $1.006.017] 10.04 €1000,150] #iDee 1861 660 $1000,5001  $1070.068] 158 $1.0066831 — §1,070,450] 631
[fan 40— 406 beds 7 ST 808|_ 81510706]  7.60] __ $847,084 $1.012.085] .79 47 673 $1.004.7%2] 597 947,563 o) Y A7) I Y
jiban SO0 v buds Tl §5676.075 678 640l T o mia e €A74088] T.54 82,600,201 8480007 6862 668 281 BT 8I0] 872 EIG61,9581 " RO.786612] 480
[~ Rurd 0- #950ds 10 1,460 $1.5680 7008l 1,954 §160f el e1540] $1,8%] 2.48) 1,550 $1671] 17.95) hex 81671 1456
Rure 50-20beds i 2 FT) CE IR . 230 32,398 957 ©.257 L0 22h $3.306] 344 ©ZS] T WRote| 2k
el 160~ 1406eds 33 34,045 €026 1639 84, 128 4808|008l [L¥IN] Szl 1454 $4.296] 7] 1237 4501 $48201 1010
ural 160— 19D baess L) T €17.275 $irenl v $10,751 8172411 ze@] T TRiAIR $16853] 208 €15,087 $10,050 257 315,145 $15487] 206
22| 63,117 €r2140)  497) T $er.osel §70.460( 209 $65.556 CoN | ) B6c0p8l  eEr.Oa5] 318 505 Al 270
| oo 464,376 €512.418] V277 $459, 177 $511,044] 11,90 404,030 SSC0.657( _ 0.60) 408098, 505,541 A58 SATS 604 Wooea7l 0605
209 [ 7] §2,179006| 370 ©20r604|  $2.16,0060 243 053,413 62 1156871 905} 2o8]  E2005608]  $2060788] 246
153 ssmm! s7ovesml  Taal T eF35778N | ssbeyem]  eds $751.508 _ST730AB] 587 O7A| . WSS.506T 4Bt £724,112 $754041] 4N
248 $3.000,010: 91.082.706 8.17 §1,003,454 $1.,078.554 7.08 $1,008.637 $1.070.304 L. $1,008, 808/ 10804048 S48 31,011,287 $1,087.601 4,59
. 53 B162,745 200,405 1206 8182968 BSOA 1311 11.58] 8163239 $201,632]  10.15]  $168,481 #100,500] 874 188,734 §107,1600  7.3¢
. e % 620,066 $335.320] 10.05) ~ EX0082 818,52 131y 206242, EX1.608]  12.35 €208, 455 £20.8501  10.50 301,004 27068 an
z Wodl Souh Cortral 0o §517,473 $350,658] 190 310416 sz 8 tell §521,304 $064577] 1053 323,971 EBI oA 805 F25970 $S0s] 77
+ Mowsdaln - A7) T TeveAdiil  8157216] 137 1303081 81565051 12.37 1140700 $I5S 787! 10580 §1£2,000 $155000]  9.13 J143,A55 el 767
N T . 1 $578,353 700,721 2160, 9501,282 $700.912] 1865 PG04,3001 . §702A%0] 1831 6617.657 sT02 4811 Taze 5308801 $T00,068] 1129
L Owrrary : —— JUo X e i
t — D] e 1068001 easensen|  TOI|  Wai7emal $A4Ts0ud| 7] ®AIsem61|  _SAABORIT] 630 WA TEAM] E4seaA02] SAM]  WA.1B0w] Waaasesel . 46T
3 opdatary Toy 60843 $100760] 11.80) V80,625 $00,7361 10,37 45,808 $57.008] 943 360,788 %6, 7.60 860,760 8556531 050
P Tiowt—Unban i W B 500,086 $1,684700| ¥225] " "¥iEii4a5 $Loi6 2%  10.90 1522 508 $1,067,764{  O.az §,534.248]  _§1.080,185]  B6.4)  Ei.545815)  $1,690.408] a7
= ) e Y e ] geaoaal " $23e00] 183 $21,858 ©27 .54 727 1,08 1.4si yg‘s_sjr [T EL O | Ay e8] 116
- N Qpthon §: - B
3 Syrwrastiic T rarwdion od rational avereyn phased o S0/5Q bland o tive yoors.
£
L Option 2;

W Translion: Houpiels with hislovic cost besed pas residord amounts greder than adjusted rational sverage ohexod to SG/SC blard Mfﬁwym.
Hospitels with cost based amoiints fase than adiuded nallonal averags Mmovae 1o 50/50 bland in firtd yasr el sLbs egenily.

: Blewxs 1 GO% all ~poyer 008 based/ 108 adiusiad national svatage i Year {, B0 oll-payer oot bas od/20% adiusled nalional everages in Yoo 2, dc.
4 Gacad on the Madicald drug pridig cftiats recuiting Medicars OSH percentaga of over 11,758 This Indudes beth pub¥e ardd non-— public hospitsls.



ID:

q:85 yZy

N
e : '
a 5 : ' ’
.»|Net New Federal $ per newly insured person
Cr— 4994 1995 1996 1997 1998’ 1999 2000 2001 2002° 2003 2004
i |Baseline uninsured 38.2 38.8 33.3 39.5 39.9 40.4 411 419 4286 413 44
o ;Net Newly insured . ’ ‘ : -
~ | : HSA! 0 0 5.9 158 38.9 40.4 41.1 41.9 4248 433 44
R 718¢ : 0 0 [ 175 215, 21.6 225. 208 18 16’ 12.4
Subsidies ' i V | : “
< HSA 0 0 1 37 98 121] - 128 144 164 181). 197
o 7.48.¢c| 0j 0 o] ~ e6.2 1135 1198 1280 1234 1174  1122] 1054
™ Miedicaid savings + State MOE ; ] — : ‘ _
= o HSA| 0 0 4! 16 44 66 74 83 93 104 116
o 7.48.¢ 0 0 0 457 808 89.9 99.9 110] 1205] 1314 143
[
Net new Federal $ per newly insured persons } : ; :
HSA 0 0| 1187.45] 1329111 1353.38] 1361.39' 1313.87| 1455.85| 1666.67 1778.29] 1840.91
[ 748c] 0 0 0.00| 1170.62] 1521.89' 1390.56 1247.96' 630.02] -170.38. -1201.53| -3059.67|
: ] 1 L ]
f /Q EC{mia AR y
7/29



http:1313:.87

07/29/94 : |
~ 17:12 6‘?02,’101 ?321 HHS ASPE/HP " =2 JENNINGS ' [@oo1/001

CHRIS: ' - ‘
. Lisa Nolan wanted the follgwing,info; _ f i‘

When the mandate comes in (here. assuming 2000), how many would
.receive coverage due to the employer mandate provisions and how
many would receive coverage under ' the ' individual mandate’

provisions?

Answer: About 80% of the under 65 populatlon through the ER mandate'
(about 185 million) and the remained (about 52 million) would be
covered through the individual mandate (nonworkers, remaining
uninsured in firms under 25). : o '

Len also has this 1nfo---may want to check to see if he agrees.
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