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CMS Proposing Rule Regarding the Patient Protection and
Affordable Care Act, HHS Notice of Benefit and Payment
Parameters for 2027; and Basic Health Program

The Centers for Medicare and Medicaid Services (CMS) are issuing a proposed rule that addresses
“improved implementation of the Patient

Protection and Affordable Care Act (ACA), including payment parameters and provisions related to
the HHS-operated risk adjustment and risk adjustment data validation (HHS-RADV) programs, as well
as 2027 user fee rates for issuers offering qualified health plans (QHPs) through Federally-facilitated
Exchanges (FFEs) and State-based Exchanges on the Federal platform (SBE-FPs).”

This proposed rule also includes provisions related to civil money penalties (CMPs) for noncompliant
issuers and other responsible entities; standards governing agents, brokers, and web-brokers; the
expansion and codification of hardship exemption eligibility; implementation of the State Exchange
Improper Payment Measurement (SEIPM); provider access standards and essential community
provider standards for QHP certification.

A copy of the 577-page proposal is available at: https://public-inspection.federalregister.gov/2026-
02769.pdf. The proposal is scheduled for publication on February 11. A 30-day comment period ending
March 11 is provided.

A table of contents is provided and referenced below.

Comments

As usual, we are adding page numbers for your assistance in finding specific elements of the rule.
Comments provided are following the order of the rule.

Please note that CMS is providing a legislative and regulatory background that extends some 20 pages
with information going back to 1996.

The regulations outlined in this proposed rule would be codified in 42 CFR part 600, and 45 CFR parts
150, 153, 155, 156 and 158.

This proposal is aimed at state-based health insurance exchanges. Nonetheless, if state federal
payments are reduced, providers may also incur lower reimbursements and/ or service approvals.
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I. Executive Summary (Page 7)
I1. Background (Page 8)
A. Legislative and Regulatory Overview

B. Summary of Major Provisions (Page 28)

In accordance with the OMB Report to Congress on the Joint Committee Reductions for Fiscal Year 2026, the
HHS-operated risk adjustment program is subject to the fiscal year 2026 sequestration. Therefore, the HHS-
operated risk adjustment program will sequester payments made from fiscal year 2026 resources (that is,
funds collected during the 2026 fiscal year) at a rate of 5.7 percent.

CMS proposes a risk adjustment user fee rate for the 2027 benefit year of $0.20 per member per month
(PMPM).

CMS proposes to modify one intermediate step of the HHS-RADV error estimation methodology starting with
2025 benefit year to add an additional scaling factor to appropriately estimate the proportion of the issuer’s
total plan liability risk score (PLRS) that is HCC-related after the removal of no HCC enrollees from the IVA
sample beginning with 2025 benefit year HHS-RADV, as finalized in the 2026 Payment Notice. (Page 30)

CMS proposes to remove the requirement at § 155.105(b)(4) that a State seeking to operate a State
Exchange must first operate an SBE-FP for at least one plan year.

CMS is proposing to amend § 155.170(a) to provide that beginning with PY 2027, a State-required
benefit would be considered “in addition to Essential Health Benefit (EHB);” (and thus not EHB) if it is:
required by a State action taking place after December 31, 2011; applicable to the small group and/or
individual markets; specific to required care, treatment, or services; and not required by State action for
purposes of compliance with Federal requirements.

CMS proposes to remove § 155.420(d)(16) such that Exchanges would continue to be prohibited from
offering the 150 percent federal poverty level (FPL) special enrollment period (SEP) in PY 2027 and beyond,
in alignment with section 71304 of the Working Families Tax Cut (WFTC) legislation. (Page 34)
Comment
Pages 28 through 40 provides a listing of the changes being proposed. CMS has used the word “propose” on
these pages more than 60 times. These pages provide a simple summary of the contents of the proposed
changes.

I1I. Provisions of the Proposed Regulations (Page 41)
A. Part 150 - CMS Enforcement in Group and Individual Insurance Markets (Page 41)
CMS is proposing a conforming amendment to § 150.317 introductory text to clarify that HHS, through CMS,
will identify the lawful purpose or purposes of the penalty, and take into account the enumerated factors as

appropriate for the circumstances.

B. Part 153 - Standards Related to Reinsurance, Risk Corridors, and Risk Adjustment (Page 41)
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HHS will operate risk adjustment in every State and the District of Columbia for the 2027 benefit year.

CMS proposes to recalibrate the 2027 benefit year HHS risk adjustment models with the 2021, 2022, and
2023 benefit years’ enrollee-level External Data Gathering Environment (EDGE) data. (Page 44)

The proposed 2027 benefit year HHS risk adjustment model factors resulting from the equally weighted
(averaged) blended factors from separately solved models using the 2021, 2022, and 2023 benefit year
enrollee-level EDGE data are shown in Tables 1 through 6. The HHS risk adjustment adult, child, and infant
models have been truncated to account for the high-cost risk pool payment parameters by removing 60
percent of costs above the $1 million threshold. Table 1 contains proposed factors for each adult model,
including the age-sex, hierarchical condition categories (HCCs), RXC,35 RXC-HCC interaction, interacted
HCC count, ACF, and enroliment duration coefficients. (Page 47)

Table 2 contains the proposed factors for each child model, including the age-sex, HCC, interacted HCC
count, and ACF coefficients. (Page 53)

Table 3 lists the proposed HCCs selected for the interacted HCC count factors that would apply to the HHS
risk adjustment adult and child models. (Page 57)

Table 4 contains the proposed factors for each HHS risk adjustment infant model. (Page 58)

Tables 5 and 6 contain the HCCs included in the HHS risk adjustment infant models” maturity and
severity categories, respectively. (Page 58)

CMS is proposing to create another scaling factor beginning with benefit year 2025 HHS-Risk Adjustment
Data Validation (RADV) that estimates the proportion of the issuer’s total plan liability risk score (PLRS) that
is associated with enrollees with HCCs using the issuer’s EDGE data. Together, these two scaling factors
would capture the proportion of the issuer’s total PLRS that is HCC-related. CMS proposes to introduce an
additional scaling factor, “ai.” (Page 66)

C. Part 154 - Health Insurance Issuer Rate Increases: Disclosures and Review Requirements (Page 70)

Section 1402 of the ACA requires issuers to provide cost-sharing reductions (CSRs) to information specified
in the PY 26 Rate Filing Guidance in their Unified Rate Review Template (URRT) and actuarial memoranda for
each plan year in which CSRs are not funded.

Starting with rate filings for the 2027 plan year, CMS is proposing to continue to require issuers that make a
plan-level adjustment to account for unreimbursed CSRs to submit certain information specified in the PY 26
Rate Filing Guidance in their URRTs and actuarial memoranda for each plan year in which CSRs are not
funded. (Page 74)

D. Part 155 - Exchange Establishment Standards and Other Related Standards (Page 79)

1. Standardized Plan Options (§§ 155.20, 155.205(b)(1), 155.220(c)(3)(i)(H), 156.201, and
156.265(b)(3)(iv))

CMS proposes to remove the following from its regulations: the definition of “standardized option” at §
155.20; all requirements pertaining to standardized plan options at § 156.201 (the requirements for FFE and
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SBE-FP QHP issuers in the individual market to offer these plans at paragraphs (a) and (b) as well as the
requirement for these plans to meaningfully differ from one another at paragraph (c)); the differential
display of standardized plan options on HealthCare.gov at § 155.205(b)(1); and the corresponding
standardized plan option differential display requirements for approved web-broker and QHP issuer
enrollment partners using a Direct Enroliment (DE) pathway to facilitate consumer enroliment through an
FFE or SBE-FP at §§ 155.220(c)(3)(i)(H) and 156.265(b)(3)(iv). CMS also proposes to redesignate
paragraphs (c)(3)(i)(I) through (M) of § 155.220 as paragraphs (c)(3)(i)(H) through (L), respectively.
Finally, CMS proposes to cease the annual design and publication of these standardized plan options in the
applicable Payment Notice rulemaking for each plan year. (Page 79)

2. Approval of a State Exchange (§ 155.105)

CMS proposes to remove § 155.105(b)(4) to rescind a requirement made in the 2025 Payment Notice, that
a State seeking to operate a State Exchange must first operate, for at least 1 plan year, a State-based
Exchange on the Federal platform (SBEFP). (Page 79)

3. Approval of a State Exchange (§ 155.106)

CMS proposes to amend § 155.106(a)(2) to rescind a requirement it made in the 2025 Payment Notice that,
as part of a State’s activities for its establishment of a State Exchange, the State must provide, upon
request, supporting documentation demonstrating progress toward meeting or implementing State Exchange
Blueprint requirements. (Page 81)

4. Amending Requirements for State Exchanges to Operate a Centralized Eligibility and Enrollment
Infrastructure (§§ 155.205(b) and 155.221(k))

CMS is proposing to revise § 155.205(b)(4) and (5) to remove the requirement that all State Exchanges
operate a consumer-facing centralized eligibility and enrollment platform on the State Exchange’s website
such that a State Exchange could choose to rely entirely on web-brokers (a type of non-Exchange entity) for
implementing and operating consumer-facing websites that facilitate the eligibility and enroliment process in
a State Exchange. (Page 82)

CMS proposes to add a new paragraph (k) to § 155.221 to establish a process for State Exchanges that do
not rely on the Federal eligibility and enrollment platform to elect a new State Exchange Enhanced Direct
Enrollment (SBE-EDE) option, in which the applicable State Exchange could seek HHS approval for web
brokers to serve as the exclusive enrollment pathways for operating consumer-facing websites that facilitate
the eligibility and enrollment process in a State Exchange. (Page 89)

5. Additional Required Benefits (§ 155.170)

In summary, CMS proposes to revise § 155.170(a) to provide that any State-required benefits would be
considered “in addition to EHB” (and thus not EHB) if they are: required by a State action taking place after
December 31, 2011; applicable to the small group and/or individual markets; specific to required care,
treatment, or services; and not required by State action for purposes of compliance with Federal
requirements. CMS also proposes revisions to the regulatory text at §§ 155.170(a)(2) and 156.115(a) to
align with this proposal and to have State and issuer responsibilities with respect to State-required benefits
appear in a more logical reading order in the CFR. (Page 103)
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6. Ability of States to Permit Agents and Brokers and Web-Brokers to Assist Qualified Individuals, Qualified
Employers, or Qualified Employees Enrolling in QHPs (§155.220(j))

In summary, CMS is proposing to redesignate § 155.220(j)(3) as § 155.220(j)(4) and at new §
155.220(j)(3), to clarify standards of conduct for marketing. CMS is also proposing at § 155.220(j)(3)(iv) to
require that an individual or entity described in § 155.220(j)(1) must produce marketing materials to HHS
upon request in response to monitoring, auditing, or enforcement activities. Finally, CMS is proposing at §
155.220(j)(3)(v) to establish that an individual or entity described in paragraph (j)(1) of this section is
responsible for ensuring that all marketing-related materials created, written, released, or otherwise
produced by the individual or entity or on their behalf adhere to the requirements of § 155.220(j)(3)(ii)-(iii)
and, at § 155.220(j)(3)(iv), to produce to the HHS any marketing-related materials upon request in
response to monitoring, audit, and enforcement activities. (Page 121)

7. Removal of the Vendor Program (§ 155.222)

CMS proposes to remove § 155.222, which currently governs the vendor program to provide agent and
broker training on an annual basis for a given plan year. Removal of this regulation would effectively sunset
the vendor program. (Page 121)

8. Limit APTC Eligibility to “Eligible Noncitizens” (45 CFR 155.20; 45 CFR 155.305(f)(1); 45 CFR
155.320(c)(3) and 42 CFR 600.5)

CMS proposes to add a new definition of “eligible noncitizen” at § 155.20, providing that the term “eligible
noncitizen” would have the same meaning as the term “eligible alien,” as defined in 26 U.S.C. 36B(e)(2)(B),
which was newly defined in section 71301 of the WFTC legislation. (Page 123)

CMS notes that section 71301 of the WFTC legislation will impact Federal payments to States that operate
Federal Basic Health Program (BHPs) for individuals enrolled in the BHP who are lawfully present noncitizens
but who are not “eligible aliens,” as defined in 26 U.S.C. 36B(e)(2)(B).

Currently, Congress has not funded CSR payments. Therefore, CMS assigns a value of zero to the CSR
portion of the BHP payment rate calculation and States receive no BHP funding attributable to that portion.
(Page 125)

9. Disallow APTC for Individuals Who Are Ineligible for Medicaid Due to Their Immigration Status and Have
Income Below 100 Percent of the FPL (§ 155.305(f)(2))

Following the repeal of 26 U.S.C. 36B(c)(1)(B) by section 71302 of the WFTC legislation, noncitizens who are
lawfully present, ineligible for Medicaid due to immigration status, and have household income below 100
percent of the Federal Poverty Level are no longer eligible for premium tax credit (PTC). Therefore, States
will stop receiving Federal BHP payments attributable to members of this population who are BHP enrollees
as of January 1, 2026. (Page 127)

10. Failure to File and Reconcile (FTR) Policy (§ 155.305)

CMS proposes to amend the regulations to codify the requirement that, beginning PY 2028, an Exchange
must determine a tax filer or their enrollee ineligible for APTC if: (1) HHS notifies the Exchange that the tax
filer (or either spouse if the tax filer is a married couple) received APTC for a prior year for which tax data
would be utilized for verification of income, and (2) the tax filer did not comply with the requirement to file a
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federal income tax return and reconcile APTC for that year. For PY 2027, Exchanges would have the option to
implement this proposal or continue the current two-year FTR policy. This proposal would provide Exchanges
two tracks for adjusting operations to meet the new requirement in section 71303 of the WFTC legislation
that Exchanges conduct the one-year FTR process to ensure PTCs are made available only to eligible
consumers in PY 2028. (Page 138)

11. Comment Solicitation on Eligibility Verification Provisions of the WFTC legislation, Section 71303

Section 71303(a) of the WFTC legislation adds a new paragraph (5) to section 36B(c) of the Code,
establishing that a month is not a coverage month for an applicant, and therefore no PTC is allowed for the
applicant’s coverage for that month, if the month begins before the Exchange verifies the applicant’s
eligibility to enroll in @ QHP and for APTC, “using applicable enrollment information that shall be provided or
verified by the applicant.” (Page 139)

12. Income Verification Policy When Data Sources Indicate Income Less Than 100 Percent of the FPL (§
155.320(c)(3)(iii))

CMS proposes to require Exchanges to comply with the requirement in 1411(e)(4) of the ACA to set a 90-
day inconsistency period for instances where the applicant’s attested annual household income cannot be
verified by data sources for verifications of eligibility for 2027 coverage and beyond. (Page 144)

13. Removal of the Requirement to Accept Attestations of Household Income When Tax Data is
Unavailable (§ 155.320(c)(5))

CMS is proposing to remove § 155.320(c)(5), effectively eliminating the requirement to accept an applicant’s
household income attestation if IRS does not return any tax data so that for PY 2027 and beyond,
Exchanges must generally follow the existing income verification process when the IRS returns no data.
(Page 148)

14. Comment Solicitation on Premium Payment Threshold (§ 155.400)

CMS is seeking comment on whether HHS should permanently discontinue regulatory options allowing QHP
issuers to implement a fixed-dollar and gross percentage-based premium payment threshold for PY 2027
and beyond. (Page 152)

15. Extend the Removal of the 150 Percent FPL SEP Beyond Plan Year 2026 (§ 155.420(d)(16))

CMS proposes to remove § 155.420(d)(16) such that all Exchanges will continue to be prohibited from
offering the 150 percent FPL SEP after PY 2026. In addition to removing § 155.420(d)(16), CMS also
proposes conforming amendments to remove §§ 155.420(a)(4)(ii)(D) and 155.420(b)(2)(vii), and

to revise § 155.420(a)(4)(iii). (Page 157)

16. Special Enrollment Period Verification (§ 155.420(g))

In the 2025 Marketplace Integrity and Affordability final rule, CMS finalized the removal of the restriction for
Exchanges on the Federal platform to only conduct Special Enroliment Period Verification (SEPV) for Loss of
Minimum Essential Coverage (MEC) at § 155.420(g). This allowed the Federal Exchange to conduct SEPV for
additional SEPs. CMS also finalized a regulation that required Exchanges on the Federal platform to conduct
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SEPV for at least 75 percent of new enrollments. The final rule included a provision that both of these
provisions were set to sunset on December 31, 2026.

CMS is reproposing these provisions in this rule. (Page 160)
17. Expansion of Hardship Exemption Eligibility (§155.605(d)(1))

CMS is proposing to amend § 155.605(d)(1) to codify the expansion of hardship exemption eligibility to
individuals who are ineligible for APTC or CSR due to projected household income below 100 percent or
above 250 percent FPL. (Page 160)

18. Amending Exchange Network Adequacy Standards (§ 155.1050)

CMS proposes to amend § 155.1050(a)(2) to eliminate, for plan years beginning on or after January 1,
2027, the requirements under § 155.1050(a)(2)(i) and (ii) for State Exchanges and SBE-FPs. Instead, CMS
proposes to revise § 155.1050(a)(2) to require that State Exchanges and SBE-FPs ensure that each QHP
provides sufficient access to providers in a manner that meets applicable standards specified in §
156.230(a)(1)(ii) and (a)(1)(iii) for network plans, or proposed § 156.236(a) for non-network plans, as
applicable. (Page 171)

19. Effective Essential Community Provider Review Program (§ 155.1051)

Beginning PY 2027, CMS proposes to allow Federally Facilitated Exchange (FFE). States, including States
performing plan management, to elect to conduct their own ECP certification reviews of an issuer’s plans
with or without a provider network in their State applying for certification as a QHP to be offered through an
FFE. (Page 171)

20. General Program Integrity and Oversight Requirements (§ 155.1200)

CMS proposes to amend § 155.1200 to add new paragraph (e) to permit State Exchanges to satisfy certain
requirements of the independent external programmatic audit, as outlined in paragraph (d), by completing
the proposed State Exchange Improper Payment Measurement (SEIPM) process that would be established at
45 CFR part 155, subpart Q. CMS also proposes to amend § 155.1200(d) to reduce duplication between the
proposed State Exchange SEIPM program described in proposed subpart Q and the annual independent
external programmatic audit requirements and standards described at § 155.1200(c) and (d). (Page 172)

21. State Exchange Improper Payment Measurement (SEIPM) (§§ 155.1600 through 155.1650)

CMS proposes to establish the SEIPM, pursuant to the Payment Integrity Information Act of 2019 (PIIA)
to measure improper payments of APTC administered by a State Exchange. To codify the proposed SEIPM
requirements, CMS proposes to establish a new subpart Q at 45 CFR part 155. (Page 174)

In the 2024 Payment Notice CMS finalized the Improper Payment Pre-Testing and Assessment Program
(IPPTA). The purpose of that program is to: (1) prepare State Exchanges for the planned measurement of
improper payments, (2) test processes and procedures that support HHS' review of determinations of APTC
made by State Exchanges, and (3) provide a mechanism for HHS and State Exchanges to share information
that will aid in developing an efficient measurement process. HHS is continuing IPPTA through the end of
2026. (Page 175)
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a. Purpose and Scope (§ 155.1600)

CMS proposes to add a new subpart Q to 45 CFR part 155, which would establish State Exchange
responsibilities.

CMS proposes to add a new § 155.1600 that would convey the purpose and scope of the SEIPM. At §
155.1600(a), CMS proposes the SEIPM would be an initiative through which HHS measures improper
payments of APTC that are administered by State Exchanges, described in more detail in proposed §
155.1610. CMS proposes to use the results of SEIPM to produce an estimate of improper payments of APTC
aggregated across State Exchanges. (Page 178)

b. Applicability Date (§ 155.1605)

At proposed new § 155.1605(a), CMS proposes that this subpart would be applicable beginning January 1,
2027, which it believes would provide State Exchanges with sufficient time to begin the SEIPM. (Page 179)

c. Definitions (§ 155.1610)

CMS proposes to add § 155.1610 to codify definitions that would be used in this subpart that are specific to
SEIPM and key to understanding its processes and procedures. (Page 179)

d. Information Submission (§ 155.1615)

CMS proposes to add § 155.1615 to specify what information State Exchanges would be required to submit
under the SEIPM program. The collection of such information would be necessary to allow HHS to produce a
statistically valid estimate of improper payments of APTC. (Page 181)

e. Sampling Procedures (§ 155.1620)

CMS proposes to add § 155.1620 to address the sampling procedures. At § 155.1620(a), CMS proposes that
at the beginning of each calendar year, HHS would calculate a sample size in aggregate across all State
Exchanges. The sampling methodology would be designed to achieve two complementary objectives:
produce a highly precise aggregate estimate for all State Exchanges and generate individual State Exchange
estimates for program management purposes. (Page 186)

f. Determining Payment Errors (§ 155.1625)

Proposed new § 155.1625 outlines the process by which HHS would determine payment errors. (Page 192)
g. Difference Resolution and Administrative Appeal Process (§ 155.1630)

In new § 155.1630, CMS proposes procedures for Difference Resolution and administrative appeals of SEIPM
findings. This section proposes a process that would allow State Exchanges to challenge HHS determinations
regarding error findings and associated determinations of improper payments. (Page 194)

h. Corrective Action Plan (CAP) (§ 155.1635)

CMS is proposing to add § 155.1635 to, at its discretion, require a State Exchange to develop and submit a
CAP to correct errors identified through the SEIPM process. (Page 199)

Questions? Contact Andrew Wheeler, MHAS Vice President of Federal Finance, 4712 Country Slcl;sz;i\é% JJeeflffeerrS:onnCCi?ty)]/ PP/'IIS). gg}gg
at 573-893-3700 | ext. 136 or awheeler@MoHospitals.org 573.893-3700 | MoHc;spitaIs.org

MISSOURI HOSPITAL ASSOCIATION

Page 8



i. SEIPM Preparation Phase (§ 155.1640)

CMS proposes new § 155.1640 to create a SEIPM preparation phase. At § 155.1640(a), CMS proposes that
any State Exchange in its first year of operation would be required to participate in a 1-year SEIPM
preparation phase prior to participating in SEIPM. The proposed preparation phase would be designed to
familiarize State Exchanges with the SEIPM processes and requirements. At the beginning of the following
year, or, in other words, the second year of operation for the State Exchange, CMS proposes that the State
Exchange would undergo SEIPM to measure improper payments for the preceding plan year, its first year of
operation. This implementation timeline is intended to ensure that newly operating State Exchanges would
have the opportunity to participate in the preparation phase before undergoing full SEIPM measurement,
thereby preparing the State Exchange for the SEIPM measurement. (Page 201)

J. Minimizing Potential Duplicate Audit Requirements (§ 155.1645)

New § 155.1645 is intended to permit HHS, to the extent possible, to minimize duplication between the
requirements of the SEIPM program described in subpart Q and the annual independent external
programmatic audit requirements and standards under § 155.1200(c) and (d). (Page 203)

k. Failure to Comply (§ 155.1650)

New § 155.1650 that would address what would happen should a State Exchange fail to comply with the
SEIPM requirements. This proposed section would create clear criteria for determining when a State
Exchange had failed to substantially comply with SEIPM requirements and would establish appropriate
remedial measures to ensure program integrity and effectiveness. (Page 206)

E. Part 156 - Health Insurance Issuer Standards under the Affordable Care Act Including Standards
Related to Exchange (Page 207)

1. FFE and SBE-FP User Fee Rates for the 2027 Benefit Year (§ 156.50)

For the 2027 benefit year, CMS proposes an FFE user fee rate of 2.5 percent of total monthly premiums and
an SBE-FP user fee rate of 2.0 percent of total monthly premiums. (Page 207)

2. Permitting Plan-Level Adjustments for Multi-Year Catastrophic Plans (§ 156.80(d)(2)(ii))

CMS proposes to modify the requirements for catastrophic plans at § 156.155(a)(6) to specify that a
catastrophic plan has a plan term of either 1 year, or of multiple consecutive years not to exceed 10 years,
and is seeking comments on whether to also specify such standards for individual market metal level
plans. (Page 212)

3. State Selection of EHB-benchmark Plan for Plan Years Beginning on or after January 1, 2020
(§ 156.111)

CMS is pausing review of State applications to select EHB-benchmark plans in accordance with § 156.111.
CMS says it is actively conducting a comprehensive review of section 1302 of the ACA, as it considers future

rulemaking to revise § 156.111 and other regulations relating to the EHBs. (Page 213)

4. Provision of EHB (§ 156.115(d))
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CMS proposes to revise § 156.115(d) to prohibit issuers from including routine non-pediatric dental services
as an EHB. (Page 215)

5. Publication of the 2027 Premium Adjustment Percentage, Maximum Annual Limitation on Cost Sharing,
Reduced Maximum Annual Limitation on Cost Sharing, and Required Contribution Percentage in Guidance (§
156.130(e))

CMS is not proposing to change the methodology for calculating these parameters for the 2027 benefit year.
As such, these parameters are not included in this rulemaking. Instead, CMS published the 2027 benefit
year parameters in guidance using the methodology finalized in the 2025 Marketplace Integrity and
Affordability final rule. (Page 221)

6. Multi-Year Terms for Catastrophic Plans to Improve Health (§§ 156.130(c) and 156.155(a)(6))

CMS proposes to codify requirements under which issuers of catastrophic coverage may enroll individuals for
multiple plan or policy year terms with periods of up to 10 years. CMS proposes modifying the requirements
for catastrophic plans in § 156.155 to specify that a catastrophic plan has a plan term of either 1 plan or
policy year, or of multiple consecutive plan or policy years not to exceed 10 years.

CMS proposes that catastrophic plans with terms of at least 2 plan or policy years may utilize value-based
insurance designs to offer benefits for preventive services pursuant to section 2713(c) of the PHS Act,
without the enrollee having to first satisfy their deductible or annual cost-sharing limitation. (Page 221)

CMS propose at § 156.130 that issuers of multi-year catastrophic plans have the option to apply the annual
limitation on cost sharing for each plan year of the contract on an annual basis, or, on average, the life of
the contract. For example, the limitation applicable to a specific year under each plan year of the coverage
could be divided by 12 to determine the monthly limit on cost sharing under the plan. (Page 225)

7. Cost Sharing for Bronze and Catastrophic Plans (§§ 156.136 and 156.155)

Section 1302(d)(1)(A) through (D) of the ACA requires a bronze plan to have an Actuarial Value (AV) of 60
percent, a silver plan to have an AV of 70 percent, a gold plan to have an AV of 80 percent, and a platinum
plan to have an AV of 90 percent. ACA section 1302(d)(2) directs the Secretary to issue regulations on the
calculation of AV and its application to the levels of coverage. Section 1302(d)(3) of the ACA requires the
Secretary to develop de minimis variations in AV calculations. (Page 230)

CMS proposes to create new optional cost-sharing parameters for bronze plans and to revise the cost-
sharing requirements for catastrophic plans in the individual market only. (Page 231)

CMS proposes to add new § 156.136 that states, for plan years beginning on or after January 1, 2027, if an
issuer offers a bronze plan (as defined at § 156.140(b)(1)) in the individual market that complies with the
cost-sharing requirements at § 156.130 and the levels of coverage requirements at § 156.140, it may also
offer, within the same service area, bronze plans that utilize a cost-sharing design that exceeds the
maximum annual limitation on cost sharing at § 156.130 by amounts in increments of 50 dollars in order to
achieve an AV within the standard bronze de minimis variation at § 156.140(c), calculated as described in §
156.135. (Page 247)

CMS proposes to amend § 156.155(a)(3) to require catastrophic plans to provide no benefits for any plan
year (except as provided in § 156.155(a)(4), (b), and (c)) until an amount equal to 130 percent of the
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maximum annual limitation on cost sharing, rounded down to the next lowest multiple of 50 dollars, is
reached. (Page 251)

8. Standardized Plan Options (§§ 155.20, 155.205(b)(1), 155.220(c)(3)(i)(H), 156.201, and
156.265(b)(3)(iv))

CMS proposes to remove the following from its regulations: the definition of “standardized option” at §
155.20; all requirements pertaining to standardized plan options at § 156.201 (the requirements for FFE and
SBE-FP QHP issuers in the individual market to offer these plans at paragraphs (a) and (b) as well as the
requirement for these plans to meaningfully differ from one another at paragraph (c)); the differential
display of standardized plan options on HealthCare.gov at § 155.205(b)(1); and the corresponding
standardized plan option differential display requirements for approved web-broker and QHP issuer
enrollment partners using a DE pathway to facilitate consumer enroliment through an FFE or SBE-FP at §§
155.220(c)(3)(i)(H) and 156.265(b)(3)(iv). Finally, CMS proposes to cease the annual design and
publication of these plans in the applicable Payment Notice rulemaking for each plan year. (Page 256)

9. Non-Standardized Plan Option Limits (§ 156.202)

CMS proposes to exercise its authority under sections 1311(c)(1) and 1321(a)(1)(B) of the ACA to
discontinue non-standardized plan option limits and exceptions at § 156.202 effective beginning in PY 2027.
(Page 277)

CMS proposes to discontinue non-standardized plan option limits under § 156.202(a) through (c) and the
corresponding exceptions process under § 156.202(d) through (e), since CMS has concluded that adopting
these measures (in conjunction with requiring issuers to offer standardized plan options) is an ineffective
method of achieving the originally articulated objectives of employing this suite of policies to streamline the
plan selection process, counteract plan proliferation, and reduce the risk of plan choice overload for
consumers on HealthCare.gov. Furthermore, discontinuing these policies would decrease regulatory
complexity, issuer burden, and the market disruption caused by plan discontinuations arising from the non-
standardized plan option limit. Finally, CMS says that discontinuing these policies would enhance consumer
choice by supporting issuers’ ability to innovate in plan designs. (Page 291)

10. Deferral of Network Adequacy Reviews to States with an Effective Provider Access Review Program (§§
156.230 and 155.1050)

CMS proposes to exercise its authority under sections 1311(c)(1)(B) and 1321(a)(1)(B) of the ACA to defer
reviews of network adequacy to FFE States, including States performing plan management, provided the
State elects to conduct such reviews, and demonstrates sufficient authority and the technical capacity to
conduct network adequacy reviews by satisfying the applicable criteria to be considered to have an Effective
Provider Access Review Program under proposed § 155.1050(d)(2) through (d)(4).

CMS proposes to revise § 156.230 to clarify that HHS would continue to conduct network adequacy reviews
using standards described at § 156.230(a)(2) through (a)(4) for QHP issuers that use a provider

network in FFE States that do not elect to conduct their own provider access reviews, or that HHS has
determined do not satisfy applicable criteria to be considered to have an Effective Provider Access Review
Program, as described at proposed § 155.1050(d). (Page 292)
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CMS proposes to remove the requirements under § 155.1050(a)(2)(i) and (ii) for State Exchanges and SBE-
FPs to establish and impose quantitative time and distance network adequacy standards for QHPs that are at
least as stringent as standards for QHPs participating on the FFEs under § 156.230 and to no longer

require State Exchanges and SBE-FPs to conduct quantitative network adequacy reviews to evaluate a plan's
compliance with network adequacy standards under § 156.230(a)(1)(ii), (a)(1)(iii), and (a)(2)(i)(A) prior to
certifying any plan as a QHP. Instead, CMS proposes to restore § 155.1050(a)(2) to a pre-PY 2025 policy
and require that State Exchanges and SBE-FPs must ensure that each QHP provides sufficient access to
providers in a manner that meets applicable standards specified in § 156.230(a)(1)(ii) and (iii) for network
plans, or proposed § 156.236(a) for non-network plans, as applicable. (Page 299)

CMS proposes at § 155.1050(d)(2), an FFE State with an Effective Provider Access Review Program would be
required to ensure that a QHP issuer that uses a network of providers ensures that its network of providers,
as available to all enrollees, includes ECPs in accordance with § 156.235, and maintains a network that is
sufficient in number and types of providers, including providers that specialize in mental health and
substance use disorder services, to ensure that all services will be accessible without unreasonable delay,
and is consistent with the rules for network plans of section 2702(c) of the PHS Act. (Page 301)

CMS proposes, for plan years beginning on or after January 1, 2027, to amend § 156.230, including (1)
revising the section heading to state, “Provider access standards for network plans”; (2) revising §
156.230(a)(1) to remove the requirement that a QHP must use a provider network and clarify that the
standards described in § 156.230(a)(1)(i), (ii), and (iii) apply to a QHP that uses a network of providers; (3)
revising § 156.230(a)(2)(i) and (ii) to clarify that requirements to meet time and distance standards and
appointment wait time standards at § 156.230(a)(2) only apply to States that CMS has determined do not
satisfy the criteria to be considered to have an Effective Provider Access Review Program or that do not elect
to conduct their own provider access reviews of issuers as described at proposed new § 155.1050(d); (4)
revising exceptions to the aforementioned requirements at § 156.230(a)(3), to apply only when HHS is
conducting network adequacy reviews; and (5) revising § 156.230(a)(4) to conform with

revisions to § 156.230(a)(1). Through these proposed changes, CMS would defer provider access reviews,
for network and non-network plans, to FFE States, including States performing plan management, provided
the State elects to conduct such reviews, and demonstrates it has sufficient authority and the technical
capacity to conduct network adequacy reviews by satisfying the applicable criteria to be considered to have
an Effective Provider Access Review Program, as detailed at proposed § 155.1050(d)(2) through (4). (Page
308)

11. Essential Community Provider Standards for Network Plans (§ 156.235) and Implementation of the
Effective Essential Community Provider Review Program (§ 155.1051)

For PY 2027 and subsequent plan years, CMS proposes changes to QHP certification requirements with
respect to essential community providers (ECPs) included within a network plan issuer’s provider network.

First, CMS proposes to reduce the minimum percentage requirement (also referred to as the “ECP
thresholds” or “ECP threshold requirements”) from 35 to 20 percent. (The minimum percentage requirement
specifies a minimum percentage of participating ECPs that must be included within a network plan issuer’s
provider network based on the total available ECPs within the issuer’s service area).

Second, CMS proposes to change the narrative justification regulation text at § 156.235(a)(3) and (b)(3) to
be consistent with systems changes and existing issuer ECP data submission requirements as part of ECP
certification reviews.
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Third, CMS proposes at new § 155.1051 to allow FFE States, including States performing plan management,
to elect to conduct their own ECP certification reviews of QHP issuers’ plans provided that the State has
sufficient authority and the technical capacity to conduct these reviews by satisfying applicable criteria
established by HHS to be considered an Effective Essential Community Provider (ECP) Review Program.
(Page 308)

Comment
This section extends nearly 30 pages. There is much discussion regarding the subject at hand.

12. QHP Certification of Non-Network Plans (§§ 155.1050, 155.1051, 156.230, 156.235, 156.236, 156.275,
and 156.810)

CMS proposes a humber of revisions to parts 155 and 156 to allow plans that do not use a network (non-
network plans) to receive QHP certification beginning with PY 2027 by demonstrating that they ensure a
sufficient choice of providers in a manner consistent with section 1311(c)(1)(B) and (C) of the ACA.
(Page 334)

Unlike network-based plans, non-network plans do not rely on a contracted set of providers that agree in
advance to specific terms and negotiated payment rates, nor do they condition or differentiate benefits to
enrollees based on whether the issuer has a network participating agreement with a provider that furnishes
covered services. Instead, these plans set specific benefit amounts for covered services and communicate
those benefit amounts to enrollees who may then seek covered services from any provider. Under this
proposal, non-network plans would be required to ensure access to a range of providers that accept the non-
network plan’s benefit amount as payment in full, including ECPs and providers that specialize in mental
health and substance use disorder services, to ensure that services will be accessible without unreasonable
delay. This proposed policy aims to reduce overall health care costs by (1) empowering enrollees to utilize
price transparency information to shop for lower prices and negotiate directly with providers, thus fostering
increased competition, and (2) eliminating substantial administrative overhead associated with traditional
network management, potentially resulting in lower premiums.

(Page 342)

CMS proposes to add § 156.236(a) to state that a non-network QHP must ensure access to a range of
providers that accept the non-network plan’s benefit amount as payment in full, including ECPs and
providers that specialize in mental health and substance use disorder services, to ensure that services will
be accessible without unreasonable delay. (Page 343)

CMS proposes that a non-network plan applying for certification to be offered as a QHP through an FFE must
report the information required on pages 344-349 to the FFE for the FFE's determination whether a non-
network plan provides a sufficient choice of providers that accept the non-network plan’s benefit amount as
payment in full (including ECPs and providers that specialize in mental health and substance use disorder
services).

Comment

This section extends some 45 pages. There is simply too much material to summarize.

F. Part 158 - Issuer Use of Premium Revenue: Reporting and Rebate Requirements (Page 383)
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G. Severability - (Page 385 )
IV. Collection of Information Requirements (Page 387)
Comment
The material in this section is also some 45 pages in-length. We have not attempted to analyze the items below.
A. Wage Estimates
B. ICRs Regarding Rate Filing Justification (§ 154.215)
C. ICRs Regarding Mandating the HHS-approved and Created Form (§ 155.220)
D. ICRs Regarding Misleading Marketing (§ 155.220)

E. ICRs Regarding State Exchange Enhanced Direct Enroliment (SBE-EDE) Option
(§ 155.221)

F. ICRs Regarding Limiting APTC eligibility to “eligible noncitizens” (§§ 155.20,
155.305(f)(1), and 155.320)

G. ICRs Regarding the Prohibition of APTC for individuals who are ineligible for

Medicaid due to their immigration status and have income below 100 percent of the Federal
poverty level (FPL) (§ 155.305(f)(2))

H. ICRs Regarding Failure to File and Reconcile (§ 155.305)

I. ICRs Regarding Income Verification When Data Sources Indicate Income Less Than
100 Percent of the FPL (§ 155.320(c)(3)(iii))

J. ICRs Regarding Income Verification When Tax Data is Unavailable (§ 155.320(c)(5))
K. ICRs Regarding Pre-Enrollment SEP Verification (§ 155.420(g))
L. ICRs Regarding Expansion of Hardship Exemption Eligibility (§155.605(d)(1))

M. ICRs Regarding Amendment of Exchange Network Adequacy Standards
(8 155.1050)

N. ICRs Regarding General Program Integrity and Oversight Requirements (§ 155.1200)

0. ICRs Regarding the State Exchange Improper Payment Measurement (SEIPM)
(8§ 155.1600 - 155.1650)

P. ICRs Regarding the Discontinuation of Standardized Plan Options (§§ 155.20,
155.205(b)(1), 155.220(c)(3)(i)(H), 156.201, and 156.265(b)(3)(iv))

Q. ICRs Regarding the Discontinuation of Non-Standardized Plan Option Limits and
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Exceptions (§ 156.202)
R. ICRs Regarding Network Adequacy Reviews (§ 156.230)
S. ICRs Regarding Essential Community Providers (§ 155.1051 and § 156.235)

T. ICRs Regarding QHP Certification of Non-Network Plans (§§ 155.1050, 156.230,
156.235, 156.236, 156.275, and 156.810)

U. ICRs Regarding Quality Improvement Strategy Information (§ 156.1130)

V. ICRs Regarding Medical Loss Ratio - OMB Control Number 0938-1164 (§§ 158.103,
158.120, 158.210, 158.220)

W. Summary of Annual Burden Estimates for Proposed Requirements
X. Submission of PRA-Related Comments
V. Response to Comments (Page 432)
VI. Regulatory Impact Analysis (Page 433)
Comment
The regulatory Impact analysis is always a good source of information. The section addresses the following items:
A. Statement of Need
B. Overall Impact
C. Impact Estimates of the Proposed Payment Notice Provisions and Accounting Table
D. Regulatory Alternatives Considered
E. Regulatory Flexibility Act (RFA)
F. Unfunded Mandates Reform Act (UMRA)
G. Federalism
H. E.O. 14192, “Unleashing Prosperity Through Deregulation”

CMS provides the following;

Accounting Table (Page 435)

Benefits: Estimate Year Discount Rate Period
Dollar Covered
Annualized Monetized ($/year) $24.66 Million 2026 7 percent 2026-2030
$24.67 Million 2026 3 percent 2026-2030

Quantitative:

e Annual savings to the Federal Government of $20.9 million and to States of $3.2 million beginning in 2026 due
to not needing to determine DMI outcomes for individuals attesting that they are a lawfully present noncitizen
with an income under 100 percent of the FPL.

Questions? Contact Andrew Wheeler, MHAS Vice President of Federal Finance, 4712 Country Club Drive, Jefferson City, Mo. 65109
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e Annual savings to State Exchanges of approximately $990,000 due to reduction of duplicate requirements between
the independent external programmatic audit under 155.1200(c) and the SEIPM program established
under new subpart Q, beginning in 2027.

e Beginning in 2027, annual reduction of $300,000 in Federal spending and reduction in income for the contractor for
discontinuing the vendor program that conducts agent and broker training, sets standards for vendor

participating in the program, requires publication of the approved list of vendors, states how participating vendors
will be monitored by HHS, and describes applicable appeal rights available to vendors.

Qualitative:

e Reduction in abusive conduct by agents, brokers, and web-brokers, and increased transparency around program
integrity oversight of the FFE.

e Improved ability of HHS to investigate agent, broker, and web-broker eligibility application review and
consumer consent review as a result of the proposal to require use of the HHS-approved and created form.

e Increased consumer protections, such as avoiding surprise tax liabilities, as a result of the use of the mandatory
forms containing all regulatory requirements and the proposed marketing standards of conduct.

e Increased State flexibility regarding consumer interfaces supporting eligibility application submission and QHP
enrollment functionality, allowing State Exchanges to deliver these services primarily through consumer
interfaces provided by web-brokers and other non-Exchange entities via the SBE-EDE option.

e Potential direct benefit of reducing improper payments, with secondary effects including a boost of issuer
confidence in State Exchanges, through implementation of the SEIPM.

e Reduced potential for APTC recipients to incur large tax liabilities in 2027 as a result of the policies regarding
income verification.

e The enhanced CSR reporting would enable issuers to potentially increase the accuracy of their CSR payment
amounts and improve future projections for rate setting, resulting in more accurate premium levels.

e Potential increased accuracy in issuers’ calibrated CSR load factors that would more adequately cover actual
CSR costs, potentially leading to more stable and accurate premium pricing over time.

e Potential for more predictable multi-year coverage arrangements for consumers enrolling in multi-year
catastrophic plans with reduced need to navigate annual open enrollment periods and decreased risk of coverage
gaps due to missed enrollment deadlines.

e Potential enhanced access to care for enrollees in multi-year catastrophic plans with terms of at least 2 years
through pre-deductible coverage for certain benefits designed to improve long-term health

e Reduced administrative burden for issuers offering multi-year catastrophic plans through decreased annual
reenrollment activities and lower operational expenses.
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Costs: Estimate Year Discount Period
Dollar Rate Covered
Annualized Monetized ($/year) $605.99 Million 2026 7 percent 2026-2030
$608.28 Million 2026 3 percent 2026-2030

Quantitative:

e Information collection costs incurred by State Exchanges related to SEIPM, estimated to be a recurring annual
cost of approximately $1,097,800 across all required State Exchanges beginning in calendar year 2027, and
$2,140,600 beginning in 2029 for State Exchanges submitting corrective action plans (CAPs). Additionally,
annual Federal contracting costs of $19.5 million and Federal staffing costs of $2.3 million beginning in 2027.

e Increased costs to issuers of approximately $91,131 associated with conducting APTC, CSR, and user fee
program compliance reviews beginning in 2026.

e Costs of $96,694,640 for agents, brokers, and web-brokers annually beginning in 2027 to use the HHS approved
and -created consumer consent form.

e Costs of $1,392.96 for agents, brokers and web-brokers annually beginning in 2027 to respond to HHS
regarding misleading marketing.

e One-time costs in 2026 of $242,488 to the Federal Government and $4.1 million to State Exchanges for
updating systems to comply with the policy prohibiting APTC for individuals who are ineligible for Medicaid due
to their immigration status and have income below 100 percent of the FPL under the WFTC legislation.

e One-time costs in 2026 of $872,955 to the Federal Government and $14.9 million to State Exchanges to
implement the provision to limit APTC eligibility to “eligible noncitizens” under the WFTC legislation.

e Annual costs beginning in 2026 of $29,350 for the three States anticipated to be operating a BHP to comply
with the provision to limit APTC eligibility to “eligible noncitizens” under the WFTC legislation.

e Increased annual costs to the Federal Government of $20.2 million and to State Exchanges of $12.4 million
beginning in 2027 for generating income DMIs when trusted data sources indicate an income under 100 percent
of the FPL.

e Regulatory review costs of $5,968,281.42 for interested parties to review and analyze this proposed rule in
2026.

e Increase in annual burden of approximately $102.3 million for the Federal Government and approximately
$62.8 million total for State Exchanges starting in 2027 to review and verify submitted documents, communicate
with consumers, and process DMIs for applicants whose tax return data is unavailable.

e Increase in burden of $13.7 million starting in 2027 for consumers with incomes below 100 percent of the FPL
to fulfill income verification requirements addressing DMIs.

e One-time costs in 2027 of approximately $19.4 million total for State Exchanges and approximately $969,950
for the Federal Government due to not needing to complete the necessary system changes and other technical
changes to reimplement the policy to require Exchanges to find consumers ineligible for APTC after failing to
file their income taxes and reconcile their APTC after one tax year.
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e One-time costs in 2026 of approximately $16.3 million total for State Exchanges and $775,960 for the Federal
Government for necessary system and other technical changes to implement the policy to conduct additional
verifications when applicants attest to income that would qualify the taxpayer as an applicable taxpayer per 26
CFR 1.36B-2(b) but trusted data sources show income below 100 percent of the FPL.

e Increase in annual burden of $69.5 million starting in 2027 for consumers whose tax return data is unavailable
to fulfill income verification requirements addressing DMIs.

e One-time costs in 2026 of approximately $18.3 million total for State Exchanges and approximately $872,955
for the Federal Government for necessary system and other technical changes to remove the policy to require
Exchanges to accept an applicant's income attestation without further verification when tax return data is
unavailable.

e Annual cost increase for consumers of approximately $7,332,686 beginning in 2027 associated with the
policies regarding SEP verification.

e Annual cost to the Federal Government of $14,602,615 beginning in 2027 to develop and code changes and
comply with the policies regarding SEP verification.

e One-time implementation costs in 2026 of $418,790,376 for issuers to implement the standard methodology
and generate new URRT entries.

e Annual ongoing costs beginning in 2027 of $209,395,188 for issuers to update systems and recalculate URRT
values.

e Annual ongoing costs beginning in 2026 of $157,222 for issuers to enter all required CSR-related data elements
in the URRT.

e Annual ongoing costs beginning in 2026 of $628,888 for issuers to provide explanations in the Actuarial
Memorandum of the methodology used to determine the CSR load factor and comparison of expected load
revenue to expected CSR payment.

e Annual ongoing costs beginning in 2026 of $2,414,256 for the Federal Government to review all required CSR
related data elements and explanations in submitted rate filing information.

e Annual cost to State Exchanges of $16,884 beginning in 2027 to manually process documentation and one-time
cost to State Exchanges of $643,160 in 2026 to develop an automated processing system related to the expansion
of the hardship exemption eligibility.

Qualitative:

e Increased administrative burden on issuers that operate in multiple States as a result of the proposal to remove
the requirement for State Exchanges and SBE-FPs to conduct network adequacy reviews.

e Potential costs to State governments and private hospitals in the form of charity care for individuals who
become uninsured due to administrative burden or income ineligibility as a result of the policies in this proposed
rule.
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e Issuers would incur costs related to developing new pricing models for multi-year catastrophic plans, and States
and the Federal Government would face costs associated with reviewing and approving multi-year catastrophic
plan filings.

e Possible higher out-of-pocket costs for enrollees in catastrophic plans and bronze plans who incur health costs
in excess of the current annual limitation on cost sharing if they enroll in catastrophic plans or bronze plans at
lower premiums under the provision to change the permissible cost-sharing parameters for bronze plans and
updated requirements for catastrophic plans.

Comment

After looking at all the cost elements above, it is difficult that this proposal is going to reduce burdens and costs. It
would have been helpful if CMS provided totals to see the actual anticipated costs.

List of Subjects (Regulation Text) (Page 522)

Final Thoughts
This is a long and complex proposal. We have not addressed all items.

CMS says the proposal is intended to modify payment parameters and provisions related to the
HHS-operated risk adjustment and risk adjustment data validation (HHS-RADV) programs, as

well as 2027 user fee rates for issuers offering qualified health plans (QHPs) through Federally-facilitated
Exchanges (FFEs) and State-based Exchanges on the Federal platform (SBE-FPs).

Overall, the proposal is well written. What is helpful is that the opening paragraphs of each section
explain the changes being proposed. We have extracted those paragraphs as the basis of this analysis.
However, the rule does contain much redundancy and trying to follow all the changes being proposed is
complicated. We have not, in most cases, tried to explain CMS’ rationales for its proposed changes.

Changes in the amounts of reimbursement and/or coverage could impact providers. If current
beneficiaries find they no longer have health care coverage, such individuals could present themselves
as indigent to hospitals and other providers.

As noted in the above accounting tables, this rule’s adoption does have a cost.
CMS has issued a fact sheet regarding this proposal. A copy is at: https://www.cms.gov/newsroom/fact-

sheets/hhs-notice-benefit-payment-parameters-2027-proposed-rule. Unfortunately, which is the case of
many regulations, the fact sheet does not follow the organization of the proposal. For those not familiar
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with the changes presented, the fact sheet causes more confusion then its intended purpose to help the
reader.

Once again, let us state the analysis is intended to help those subject to the many changes to be able to
more easily find pertinent information.
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