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CMS Publishes Operational Manual Describing Processes for Federally Facilitated Exchanges 

On Oct. 3, 2013, CMS published a manual titled “Federally Facilitated Marketplace Enrollment Operational Policy & 

Guidance,” which details the enrollment process, minimum participation rules and premium payment process for federally 

facilitated exchanges (FFEs) and federally facilitated small business health options programs (FF-SHOPs). The manual is 

intended to assist FFEs and FF-SHOPs in the enrollment process, but is also of interest to other entities, including agents, 

brokers and employers. 

According to the manual, on enrollment, FF-SHOP coverage will first become effective Jan. 1, 2014, so long as qualified 

employers complete the enrollment process by Dec. 15, 2013. Employer plan years will generally be 12 months, and the FF-

SHOP will send renewal notices approximately three months before an applicable renewal date (which the FF-SHOP 

determines). Employers will then have 30 days to review the renewal offer, and the FF-SHOP will then communicate 

coverage options to employees (who have 30 days to accept the offer of coverage). 

On participation, generally speaking, the FF-SHOP minimum participation rate is set at 70 percent — unless a state requires 

a different rate. According to the manual, minimum participation rules generally apply in accordance with state law to SHOP 

employers initially enrolling outside of the annual FF-SHOP enrollment period (which is Nov. 15 through Dec. 15) and to all 

SHOP employers at renewal. If an employer is not able to meet the FF-SHOP’s 70 percent participation rate, that employer 

would have to reapply for coverage at either another time when it did satisfy the minimum participation rate or at the next 

open enrollment period. Importantly, with respect to calculating the participation rate, employees covered by a separate group 

health plan or by a public or military health plan (e.g., Medicare, Medicaid, TRICARE) are excluded from the minimum 

participation calculation. All other employees would be included in that calculation, including those with individual private or 

exchange coverage, which may reduce the employer’s participation rate. 

On premium payments, for 2014, employers may pay premiums directly to the insurer that is providing coverage using a 

payment redirect from the FF-SHOP to the insurer’s website. Beginning in 2015, payment redirects will go to a separate 
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https://internal.nfp.com/webfiles/public/2013/emails/ess/ccg-monthly-training/links/HIPAA%20Privacy%20and%20Security%20for%20Employers2.ics
http://engage.vevent.com/index.jsp?eid=2001&seid=177&lc=en&cc=US
https://internal.nfp.com/webfiles/public/2013/emails/ess/ccg-monthly-training/links/Top%2010%20Benefits%20Compliance%20Requirements%20an%20Employer%20Should%20Know.ics
http://engage.vevent.com/index.jsp?eid=2001&seid=181&lc=en&cc=US
https://internal.nfp.com/webfiles/public/2013/emails/ess/ccg-monthly-training/links/Patient%20Protection%20and%20Affordable%20Care%20Act%20PPACA%20Update2.ics
http://www.elabs6.com/c.html?ufl=7&rtr=on&s=7cn3a,1bbq9,sfc,2pw1,8tru,a28i,l9rm


vendor, since employees at that point will be able to choose among multiple insurers’ plans. 

The manual also describes the processes for special enrollments, coverage cancellations and coverage terminations. CMS 

intends for the manual (which currently is stamped “Draft”) to be a living document, meaning that future updates may provide 

additional guidance relating to the FFE and FF-SHOP. 

CMS Operational Manual 

 

Appropriations Act Includes Premium Tax Credit Verification Provision 

On Oct. 17, 2013, Pres. Obama signed into law HR 2775, the “Continuing Appropriations Act, 2014.” The act ended the 

governmental shutdown, which began on Oct. 1, 2013. It provides funding for the government until Jan. 15, 2014. It also 

includes a provision regarding income verification for individuals applying for a premium tax credit through the exchange. As 

a reminder, individuals are eligible for a premium tax credit if they have household income between 100 percent and 400 

percent of the federal poverty level and are not eligible for other qualifying coverage such as Medicare or employer-

sponsored coverage (which is both affordable and provides minimum value). In July 2013, CMS issued final regulations that 

relaxed the income verification process related to premium tax credit eligibility. The rules provided that the federally facilitated 

exchanges may perform random sampling of verification when an individual’s income is significantly lower than in previous 

tax filings. HR 2775 requires HHS to verify eligibility for individuals applying for premium tax credits through the exchange. 

HHS is required to submit a report to Congress by Jan. 1, 2014, detailing the verification procedures. HHS is further required 

to submit a report to Congress by July 1, 2014, detailing the effectiveness of the procedures. 

HR 2775 

 

Arkansas  

On March 15, 2013, Gov. Beebe signed Act 427 into law. The law provides that denial of all or part of a dental claim based on 

medical necessity shall only be made by a licensed and accredited dentist. Act 427 was effective March 15, 2013. 

Act 427 

On March 14, 2013, Gov. Beebe signed Act 342 into law. The law requires health insurers and health benefits plans to 

provide comparable coverage to services rendered by a licensed physical therapist, occupational therapy or speech 

pathologist. It prohibits the insurer from charging more for these services than is charged for the services of a primary care 

physician or osteopath, including copayment, coinsurance and office visit deductible. Act 342 was effective Aug. 16, 2013. 

Act 342 

On Feb. 11, 2013, Gov. Beebe signed Act 72 into law. The law prohibits health policies issued through the federal partnership 

and state marketplace exchange from covering “elective abortions,” defined as abortions other than those to prevent the 

death of the mother and in a pregnancy resulting from rape or incest. The law permits participating insurers in the exchange 

https://www.regtap.info/uploads/library/ENR_OperationsPolicyandGuidance_5CR_100313.pdf?utm_source=Enrollment+Operation+%2526+Policy+Guidance+Posting.&utm_campaign=How+Many+People+Opened+and+Read&utm_medium=email
http://www.gpo.gov/fdsys/pkg/BILLS-113hr2775enr/pdf/BILLS-113hr2775enr.pdf
http://www.arkleg.state.ar.us/assembly/2013/2013R/Acts/Act427.pdf
http://www.arkleg.state.ar.us/assembly/2013/2013R/Acts/Act342.pdf


to issue separate riders for such coverage if segregation requirements are followed as described in the law. Act 72 was 

effective Aug. 16, 2013. 

Act 72 

On April 16, 2013, Gov. Beebe signed Act 1260 into law. The law requires health benefits plans that provide pharmacy 

benefits through a third party to notify enrollees in the health plan at least 60 days in advance before a pharmacy formulary is 

changed in a way that affects the enrollee’s copayment amount. Act 1260 is effective Jan. 1, 2014. 

Act 1260 

On April 15, 2013, Gov. Beebe signed Act 1226 into law. The law requires health benefits plans to include coverage for 

corrective surgery and related medical care for a person diagnosed as having a craniofacial anomaly if medically necessary 

to improve a functional impairment. The coverage must also include dental and vision care related to the anomaly. Act 1226 

was effective Aug. 16, 2013. 

Act 1226 

On April 16, 2013, Gov. Beebe signed Act 1233 into law. The law requires all health benefits plans to provide coverage for 

orthotic and prosthetic devices and services. The limits of coverage are not to be less than 80 percent of Medicare coverage 

as defined by the Healthcare Common Procedure Coding System as of Jan. 1, 2009. Act 1233 was effective Aug. 16, 2013. 

Act 1233 

 

California 

On Oct. 1, 2013, Gov. Brown signed AB 362 into law. The new law excludes from state income any amount received by an 

employee from an employer to compensate for the additional federal income tax liability incurred by the employee because, 

for federal income tax purposes, the same-sex spouse or domestic partner of the employee is not considered the spouse of 

the employee under the IRC. This is important for employers who cover same-sex domestic partners of employees under the 

group health plan. Such coverage would be taxable income on the federal level, unless the domestic partner otherwise 

qualified as the employee’s tax dependent. Some employers choose to “gross up” an employee’s salary to compensate for 

the federal taxation. AB 362 provides that the gross up amount is excludable from California state income taxation. The law 

was effective immediately upon signing and continues through Jan. 1, 2019. 

AB 362 

On Oct. 1, 2013, Gov. Brown signed SB 161 into law. Consistent with PPACA’s requirements, stop-loss carriers are 

prohibited from excluding coverage for any employee or dependent based on health factors. Further, stop-loss carriers 

providing coverage to small employers must renew all stop-loss policies at the option of the employer. For stop-loss policies 

issued to small employers on or after Jan. 1, 2014, the individual attachment point cannot be less than $35,000 per year 

(increased to $40,000 in 2016). The aggregate attachment point cannot be less than $5,000 times the total number of group 

members, 120 percent of expected claims or $35,000 (increased to $40,000 in 2016), whichever is greater. The attachment 

point restrictions do not apply to stop-loss policies in effect prior to Sept. 1, 2013, even upon renewal of the policy. 

http://www.arkleg.state.ar.us/assembly/2013/2013R/Acts/Act72.pdf
http://www.arkleg.state.ar.us/assembly/2013/2013R/Acts/Act1260.pdf
http://www.arkleg.state.ar.us/assembly/2013/2013R/Acts/Act1226.pdf
http://www.arkleg.state.ar.us/assembly/2013/2013R/Acts/Act1233.pdf
http://leginfo.ca.gov/pub/13-14/bill/asm/ab_0351-0400/ab_362_bill_20131001_chaptered.pdf


For this purpose, small employer includes those with 50 or fewer employees. Beginning in 2016, "small employer" will be 

defined as an employer with 100 or fewer employees. The law is effective for policy years beginning on or after Jan. 1, 2014. 

SB 161 

On Sept. 24, 2013, Gov. Brown signed SB 770 into law. The new law amends California’s Paid Family Leave Act to expand 

the definition of family members under the law. California employees will be able to use paid family leave to care for a 

seriously ill grandparent, grandchild, sibling or parent-in-law. Currently, employees are able to use paid family leave to care 

only for a parent, spouse, child, registered domestic partner or same-sex spouse. The expanded leave provision goes into 

effect July 1, 2014. 

SB 770 

On Oct. 11, 2013, Gov. Brown signed SB 288 into law, which expanded employees’ rights under California Labor Code 

Section 230 related to leave for crime victims. Under current law, employees who are victims of domestic violence or sexual 

assault, or who are obtaining or attempting to obtain a restraining order or other injunctive relief for the health, safety or 

welfare of the victim or his or her child, are entitled to unpaid leave to appear in court as a witness pursuant to a subpoena or 

other court order. SB 288 entitles an employee to unpaid leave when his or her spouse, parent, child, sibling or guardian is a 

victim of crime. The employee may take time off of work to appear in court for any proceeding in which the right of the victim 

is at issue. Further, the law expands the type of applicable crimes beyond domestic violence and sexual assault to include 

other serious crimes, such as murder, felony child abuse, elder abuse, felony stalking and DUI resulting in injury or death. 

SB 288 

 

Colorado 

On Oct. 10, 2013, the Colorado Division of Insurance issued a press release relating to insurer assistance for Colorado’s 

flood victims. According to the press release, health insurance companies are offering various services to Colorado citizens 

that are or were affected by the September floods. Those services include flexibility for prescription refills and paying out-of-

network providers as in-network. Much of the assistance will be available only for a limited time and generally requires the 

individual to contact the insurance company directly. A list of insurance companies offering assistance is available on the 

Colorado Division of Insurance website for flood disaster recovery resources, in the “Insurance Consumer Assistance” box, 

and linked below. 

Press Release  

Health Insurance Companies Offering Assistance 

 

Missouri 

On Oct. 10, 2013, the Missouri Department of Insurance issued a news release announcing the availability of free Medicare 

enrollment assistance for consumers. Funded by the department and Medicare, the assistance program, called “CLAIM,” 

provides free, unbiased assistance to Missourians on Medicare and their caregivers. The program can be accessed by phone 

http://www.leginfo.ca.gov/pub/13-14/bill/sen/sb_0151-0200/sb_161_bill_20131001_chaptered.pdf
http://www.leginfo.ca.gov/pub/13-14/bill/sen/sb_0751-0800/sb_770_bill_20130924_chaptered.pdf
http://www.leginfo.ca.gov/pub/13-14/bill/sen/sb_0251-0300/sb_288_bill_20131011_chaptered.pdf
http://cdn.colorado.gov/cs/Satellite?blobcol=urldata&blobheadername1=Content-Disposition&blobheadername2=Content-Type&blobheadervalue1=inline%3B+filename%3D%22Insurance+Companies+Continue+to+Help+Colorado+Flood+Victims.pdf%22&blobheadervalue2=application%2Fpdf&blobkey=id&blobtable=MungoBlobs&blobwhere=1251895912475&ssbinary=true
http://cdn.colorado.gov/cs/Satellite?blobcol=urldata&blobheadername1=Content-Disposition&blobheadername2=Content-Type&blobheadervalue1=inline%3B+filename%3D%22Health+Insurance+Companies+Offering+Services+to+Flood+Vicitms.pdf%22&blobheadervalue2=application%2Fpdf&blobkey=id&blobtable=MungoBlobs&blobwhere=1251895144492&ssbinary=true


or online at missouriclaim.org. Employers with Medicare-eligible employees will want to be aware of the assistance program, 

and should refer any Medicare-related questions from such employees to the CLAIM program. 

News Release 

 

New Jersey 

On Sept. 26, Jersey City Mayor Steven Fulop signed City Ordinance 13.097, a paid sick leave law. The ordinance requires 

employers to provide sick leave for employees; paid leave if the employer is large enough. Jersey City businesses with 10 or 

more employees will be required to provide paid sick leave, while those with fewer employees need only to provide unpaid 

leave. Although able to accrue sick leave immediately upon being hired, employees in Jersey City will not be able to use sick 

leave until after 90 days of employment. Accrual of sick time will occur at a rate of one hour for every 30 hours worked, not to 

exceed 40 sick leave hours per year. Carryovers of accruals from year to year are allowed. However, more than 40 hours of 

sick leave per year cannot be used. 

Employees may use sick leave to address their own or a family member’s mental or physical illness, injury or condition or to 

care for a child whose school or daycare has been closed due to a public health emergency. 

Written notice of these rights must be provided to new hires. Furthermore, employers must post a notice regarding these sick 

leave benefits. Employees must provide notice of need for leave as soon as practicable. Oral notice is acceptable. An 

employer may not require a description or explanation of the illness or condition predicating the reason for the leave. 

Substantiation may only be required once an employee has used more than three consecutive days of sick leave. Employers 

who already provide sick leave beyond what is mandated by the new law are not required to provide additional sick leave. 

The ordinance, which covers all employees who work within Jersey City, will go into effect on Jan. 23, 2014. 

City Ordinance 13.097 

 

New Mexico  

On April 2, 2013, Gov. Martinez signed SB 69 into law. SB 69 requires that the provision of covered benefits through 

telemedicine services is allowed. Coverage for health care services through telemedicine shall be determined in a manner 

consistent with coverage provide through an in-person consultation. The law was effective immediately upon signing. 

SB 69 

 

New York  

On Sept. 24, 2013, the New York Department of Labor submitted Notice of Adoption rulemaking documents to the 

Department of State announcing wage deduction regulations. Effective Oct. 9, 2013, regulations pertaining to conditions 

http://insurance.mo.gov/news/2013/Missouri_Department_of_Insurance_offers_free_assistance_to_consumers_during_Medicare_open_enrollment
https://internal.nfp.com/webfiles/public/2013/e-newsletters/bp/compliance-corner/102213/jersey-city-paid-leave-law.pdf
http://www.nmlegis.gov/sessions/13%20Regular/final/SB0069.pdf


when certain wage deductions can be made were revised. Under the new regulations, employers can deduct amounts from 

employee wages as authorized by law or regulation or by employees in writing for the benefit of employees, for the recovery 

of overpayments due to clerical or mathematical errors and for repayment of advances. Furthermore, employers cannot 

require employees to return, donate or contribute any part of their wages as a condition of employment. 

12 NYCRR Part 195 

 

Oregon 

On June 13, 2013, the Oregon Family Leave Act (OFLA) was amended to provide that an eligible employee may take leave 

to deal with a family member’s death by: 

 Attending the family member’s funeral or funeral alternative; 

 Making arrangements necessitated by the family member’s death; or 

 Grieving the family member’s death.  

Bereavement leave must be completed within 60 days of the date the eligible employee received notice of the family 

member’s death. An eligible employee is entitled to a total of two weeks for bereavement leave. Moreover, an eligible 

employee is entitled to leave connected with each family member’s death within any one-year period. However, leaves 

connected to the death of one or more family members cannot exceed 12 weeks within any one-year period. 

If two or more family members work for a covered employer, each eligible employee may take concurrent family leave for a 

family member’s death. 

A covered employer cannot require an eligible employee to concurrently take multiple periods of leave related to a family 

member’s death if more than one family member dies during the one-year period. 

Although generally the OFLA allowed a covered employer to require an eligible employee to provide 30 days’ written notice 

before commencing qualifying leave, an eligible employee can take qualifying leave without providing prior notice if a family 

member dies. The employee or someone acting on the employee’s behalf must provide oral notification within 24 hours of 

taking leave, and written notice within three days of returning to work. Generally, if an employee fails to provide required 

advance notice (unless an exception applies), an employer may reduce the total period of OFLA leave authorized by law by 

three weeks. However, the reduction cannot limit leave connected to a family member’s death. The law becomes effective 

Jan. 1, 2014. 

HB 2950 

 

Pennsylvania 

On Oct. 16, 2013, Gov. Corbett signed HB 108, creating Act 74 and reauthorizing Pennsylvania’s Children’s Health Insurance 

Program. The law also eliminates the program’s six-month waiting period. Employers who receive requests from employees 

to enroll or disenroll children in employer-sponsored coverage midyear should be aware that losing coverage in a CHIP 

http://www.labor.ny.gov/legal/laws/pdf/wage-deduction/12-NYCRR195-Wage-Deductions-Text.pdf
https://olis.leg.state.or.us/liz/2013R1/Measures/Text/HB2950/Enrolled


program may qualify as a Section 125 qualifying event if certain factors are met, but gaining coverage rarely permits midyear 

cancellation of coverage. The program was set to expire on Dec. 31, 2013, but that date has now been extended to Dec. 31, 

2015. 

Press Release  

Act 74 

 

West Virginia 

The insurance commissioner issued Informational Letter No. 187, summarizing significant insurance legislation enacted 

during the 2013 legislature. Of interest for employers with fully insured policies issued in West Virginia are the following 

highlights: 

 SB 22 requires maternity services to be extended to the children of adult enrollees if the policy covers such services 

for the enrollee or his or her spouse. The law is effective July 12, 2013. 

 HB 2960 addresses and outlines the statutory foundation for internal and external review of adverse health coverage 

determinations, as required under health care reform. Previously, the state’s external review process was not 

sufficient and was deemed noncompliant after a federal review. The law is effective July 12, 2013.  

Informational Letter No. 187 

 

How will enrollment for the exchanges work? Will an employee be able to jump back and forth between 

employer coverage and the exchange?  

                                                                                

Individuals will not be able to enroll in exchange coverage at any time during the year. An individual would still need a 

qualifying event to add or drop coverage outside of open enrollment. Exchanges are required by health care reform to have 

an initial open enrollment period, an annual open enrollment period and certain special enrollment periods. 

HHS has provided that the initial open enrollment period will run from Oct. 1, 2013, through March 31, 2014. This is the same 

for all states. Coverage must be offered effective Jan. 1, 2014, for qualified individuals whose qualified health plan (QHP) 

selections are received by the exchange on or before Dec. 15, 2013. For selections received between the first and 15th day 

of January, February or March 2014, coverage must be provided effective the first day of the following month. For those 

received between the 16th day of the month and the last day of the month of December, January, February or March, the 

exchange must ensure coverage effective the first day of the second following month. 

The exchanges’ annual enrollment period for 2015 and subsequent years will begin Oct. 15 and extend through Dec. 7 of the 

preceding calendar year. 

Health care reform requires exchanges to offer special enrollment periods. Under final exchange regulations, the exchanges 

must allow qualified individuals and enrollees to enroll in a QHP or change from one to another as a result of the following 

triggering events: 

http://www.portal.state.pa.us/portal/server.pt?open=512&objID=17319&PageID=502655&mode=2&contentid=http://pubcontent.state.pa.us/publishedcontent/publish/cop_hhs/insurance/news_and_media/news___media/articles/october_16__2013.html
http://www.legis.state.pa.us/cfdocs/legis/PN/Public/btCheck.cfm?txtType=HTM&sessYr=2013&sessInd=0&billBody=H&billTyp=B&billNbr=0108&pn=2370
http://www.wvinsurance.gov/LinkClick.aspx?fileticket=sf0Rqv_by7I%3d&tabid=574&portalid=0&mid=887


 A qualified individual or dependent loses minimum essential coverage. 

 A qualified individual gains a dependent or becomes a dependent through marriage, birth, adoption or placement for 

adoption. 

 An individual, who was not previously a citizen, national or lawfully present individual gains such status. 

 A qualified individual’s enrollment or non-enrollment in a QHP is unintentional, inadvertent or erroneous and is the 

result of the error, misrepresentation or inaction of the exchange or HHS. 

 An enrollee adequately demonstrates to the exchange that the QHP in which he or she is enrolled substantially 

violated a material provision of its contract in relation to the enrollee. 

 An individual is determined newly eligible or newly ineligible for advance payments of the premium tax credit or has a 

change in eligibility for cost-sharing reductions, regardless of whether such individual is already enrolled in a QHP. 

(The exchange must permit individuals whose existing coverage through an eligible employer-sponsored plan will no 

longer be affordable or provide minimum value for his or her employer’s upcoming plan year to access this special 

enrollment period prior to the end of his or her coverage through such eligible employer-sponsored plan.) 

 A qualified individual or enrollee gains access to new QHPs as a result of a permanent move. 

 An Indian may enroll in a QHP or change from one to another one time per month. 

 A qualified individual or enrollee demonstrates to the exchange that the individual meets other exceptional 

circumstances (as defined by the exchange). 

The special enrollment period generally is 60 days from the date of the triggering event. Coverage must be effective as of the 

first day of the following month for elections made by the 15th of the preceding month and on the first day of the second 

following month for elections made between the 16th and the last day of a month (but coverage must be effective on the date 

of birth, adoption or placement for adoption, when that is the special enrollment triggering event). 

Coverage in the exchanges will be for the calendar year. Thus, if an individual applies for coverage in February or March (or 

through a special enrollment period), coverage will be for the remainder of the calendar year. 

Employees will not be able to jump back and forth. If the employer premiums are taken pretax, the employee must 

experience a Section 125 qualifying event to change his or her election under the employer’s plan. Dropping exchange 

coverage is not a qualifying event to come back on the employer plan midyear. Similarly, dropping employer coverage is not 

a triggering event to obtain coverage on the exchange (other than the special, optional one-time qualifying event available for 

non-calendar-year plans explained in the March 26 Compliance Corner FAQ.  

 

Click here to view a glossary of commonly used acronyms. 
 

 

 

 

National Financial Partners (NFP) and its subsidiaries do not provide legal or tax advice. Compliance, regulatory and related content is for general 
informational purposes and is not guaranteed to be accurate or complete. You should consult an attorney or tax professional regarding the application or 
potential implications of laws, regulations or policies to your specific circumstances. 

109122 | 10/13 | BP-15471-12 

 

http://www.nfpbenefitspartners.com/NFP_Life_And_Benefits/hr/news/compliance_corner_faqs.aspx
http://www.nfpbenefitspartners.com/nfp_life_and_benefits/hr/benefitscompliance/benefits_acronyms.aspx

