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*Assumes April 1, 2010 enactment      **In years following 2018, the tax amount would increase in an amount proportionally equal to overall premium growth.
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How the Health Care Reform Legislation Will Impact Your Individual and Employer Clients 
 
Immediately 
  Individuals and employer group plans that wish to keep their current policy on a 

grandfathered basis can only do so if the only plan changes made are to add or delete 
new employees and any new dependents. In addition, an exception is made for 
employers that have scheduled plan changes as a result of a collective bargaining 
agreement. Once a plan loses its grandfathered status, it will be subject to all of the 
market reforms in the legislation when they take effect, regardless of where coverage is 
purchased (either through an exchange or outside of an exchange). However, most of 
the market‐reform provisions slated to take effect in the next six months will apply to all 
plans, whether or not they hold grandfathered status.    
Eligible small businesses (those that have no more than 25 FTEs, pay average annual 
wages of less than $50,000 and provide qualified coverage) are eligible for phase one of 
the small business premium tax credit. Small employers will receive a maximum credit, 
based on number of employees, of up to 50% of premiums for up to two years if the 
employer contributes at least 50% of the total premium cost.   
Employers that provide a Medicare Part D subsidy to retirees will have to account for 
the future loss of the deductibility of this subsidy in 2013 on liability and income 
statements. While the elimination of the deductibility does not take effect until 2013, 
there could be an immediate accounting impact.  

In 2010 
  Temporary reinsurance program for employers that provide retiree health coverage for 

employees over age 55 begins within 90 days of enactment. 
Temporary high‐risk pool program for people who cannot obtain individual coverage 
due to preexisting conditions begins within 90 days of enactment. Employers are 
prohibited from sending individuals to the high‐risk pool, with associated fines.   
Group plans will be required to comply with the Internal Revenue Section 105(h) rules 
that prohibit discrimination in favor of highly compensated individuals (which currently 
apply to self‐insured plans) within six months of enactment. 
Lifetime limits on the dollar value of benefits for any participant or beneficiary for all 
fully insured and self‐insured groups and individual plans, including grandfathered 
plans, are prohibited by current law within six months of enactment. Annual limits will 
be allowed only through plan years beginning prior to January 1, 2014, only on HHS‐
defined non‐essential benefits, and after that be prohibited.   
All group and individual plans, including self‐insured plans and grandfathered plans, 
within six months of enactment, will have to cover dependents up to age 26 under 
current law. Dependents can be married and will also be eligible for the group health 
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insurance income tax exclusion. However, through 2014, grandfathered group plans will 
only have to cover dependents who do not have another source of employer‐sponsored 
coverage. 
All group and individual health plans, including self‐insured plans, will have to cover 
preexisting conditions for children 19 and under for plan years beginning on or after six 
months after date of enactment.  Grandfathered status applies for group health plans. 
Health coverage rescissions, within six months of enactment, will be prohibited for all 
health insurance markets, including self‐insured plans and grandfathered plans, except 
for cases of fraud or intentional misrepresentation.  
All group and individual plans, including self‐insured plans and grandfathered plans, will 
have to cover specific preventive care services with no cost‐sharing. They also will have 
to cover emergency services at the in‐network level regardless of provider, allow 
enrollees to designate any in‐network doctor as their primary care physician (if they 
require a primary care physician designation already) and have a coverage appeal 
process.  
Federal grant program for small employers providing wellness programs to their 
employees will take effect. 

In 2011 
  All employers must include on W2s the aggregate cost of employer‐sponsored health 

benefits, for informational purposes. If an employee receives health insurance coverage 
under multiple plans, the employer must disclose the aggregate value of all such health 
coverage, but exclude all contributions to HSAs and Archer MSAs and salary‐reduction 
contributions to FSAs. Applies to benefits provided during taxable years after December 
31, 2010.  
The tax on distributions from a Health Savings Account that are not used for qualified 
medical expenses increases from 10% to 20%. 
OTC drugs will no longer be reimbursable under HSAs, medical FSAS, HRAs and Archer 
MSAs unless they are prescribed by a doctor. 
Small employers (less than 100 lives) will be allowed to adopt new “simple cafeteria 
plans.” 
All employers would be required to enroll employees in a new national public long‐term 
care program, unless the employee opted out. 
All business owners will be subject to new expanded federal income tax requirements 
on payments of fixed or determinable income or compensation.   
The Department of Labor will begin annual studies on self‐insured plans using data 
collected from Form 5500. 

In 2012 
  All group plans and group and individual health insurers (including self‐insured plans) 

will have to provide a summary of benefits and a coverage explanation that meets 
specified criteria to all enrollees when they apply for coverage, when they enroll or 
reenroll in coverage, when the policy is delivered and id any material modification is 
made to the terms of their coverage. The summary and explanation will require 
substantially more information than current summary plan descriptions and can be 
provided electronically or in written form. It must be no more than four pages in length 
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with print no smaller than 12‐point font written in a culturally linguistically appropriate 
manner. There is a $1,000‐per‐enrollee fine for willful failure to provide the 
information.   
All group plans (including self‐insured plans) and all individual and group carriers will 
have to annually submit reports to the HHS secretary on whether or not the benefits 
provided under their plans meet criteria to be established by HHS on improving health 
outcomes, preventing hospital readmissions, improving patient safety and reducing 
medical errors, including wellness and health promotion activities. This report also must 
be provided to all plan participants during the annual open enrollment period and HHS 
will make the reports publicly available through the Internet. The secretary of HHS can 
also create and impose fines for noncompliance by employers and plans. 

In 2013 
  New federal premium tax on fully insured and self‐insured group health plans to fund 

comparative effectiveness research program begins. It imposes an annual fee on private 
insurance plans equal to two dollars for each individual covered. 
FSA contributions for medical expenses will be limited to $2500 per year, with the cap 
annually indexed for inflation.   
The Medicare payroll tax increase of 0.9% on self‐employed individuals and employees 
with respect to earnings and wages received during the year above $200,000 for 
individuals and above $250,000 for joint filers will go into effect. The income eligibility 
levels for the tax are not indexed for inflation. The new tax does not change the 
employer’s tax obligations, but self‐employed individuals are not permitted to deduct 
any portion of the additional tax. In addition, there will be a new 3.8% Medicare 
contribution on certain unearned income from individuals with AGI over $200,000 
($250,000 for joint filers). 
For those who itemize their federal income taxes, the threshold for deducting 
unreimbursed medical expenses will increase from 7.5% of AGI to 10% of AGI. The 
increase would be waived for those ages 65 and older through 2016.  
All employers must provide notice to their employees informing them of the existence 
of the state‐based exchanges.   

In 2014 
  The individual mandate requirement to purchase health insurance for all citizens and 

legal residents takes effect. There are specified exceptions and under current law and 
violators will be subject to a phased‐in excise tax penalty for noncompliance of either a 
flat‐dollar amount per person or a percentage of the individual’s income, whichever is 
higher. In 2014, the percentage of income determining the fine amount would be one 
percent, then two percent in 2015, with the maximum fine of 2.5% of taxable (gross) 
household income capped at the average family bronze‐level insurance premium. The 
alternative is a fixed‐dollar amount that begins at $325 per person in 2015 and goes to 
$695 in 2016. 
The employer responsibility requirements take effect for companies that employ more 
than 50 FTEs (with an exemption for seasonal workers). If an employer does not provide 
coverage to its FTEs (30 hours or more) and one or more the employees receive a 
premium‐assistance tax credit to buy coverage through the exchange, the employer 
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must pay a fine of $2,000 per year for each full‐time employee. However, the legislation 
exempts the first 30 employees from the fine calculation (i.e., if the employer has 51 
employees and doesn’t provide coverage, the employer pays the fine for 21 
employees).  
 
Coverage must meet the essential benefits requirements in order to be considered 
compliant with the mandate.  
 
An employer with more than 50 employees that does offer qualified coverage but has at 
least one FTE receiving the premium assistance tax credit will pay the lesser of $3,000 
for each of those employees receiving a tax credit, or $2,000 for each of its full‐time 
employees total. 
 
An individual with family income up to 400% of FPL is eligible for a premium assistance 
tax credit if the actuarial value of the employer’s coverage is less than 60% or the 
employer requires the employee to contribute more than 9.5% of the employee’s family 
income toward the cost of coverage.  
 
When determining whether an employer has 50 employees, both for the purposes of 
the fine and the responsibility requirements generally, part‐time employees must be 
taken into consideration based on aggregate number of hours of service. Part‐time 
employees do not have to be offered coverage, but they will be partially included in the 
calculation to determine whether or not these provisions apply to a particular 
employer.   
For employers that have a waiting period for coverage for new employees, waiting 
periods of more than 90 days are prohibited for all plans, including grandfathered plans.  
All of the market reforms for all individual market and fully insured group markets take 
effect. All plans must be offered on a guaranteed‐issue basis, preexisting condition 
limitations will be prohibited, annual and lifetime limits will be fully prohibited, 
including for grandfathered plans, and the size of a small‐employer group will be 
redefined to one to 100 employees (although states may elect to keep the size of a 
small groups at 50 employees until 2016). In addition, all fully insured individual and 
small groups up to 100 employees (and any larger groups purchasing coverage through 
an exchange) will have to abide by strict modified community rating standards with 
premium variations only allowed for age (3:1), tobacco use (1.5:1), family composition 
and geographic regions ,to be defined by the states, and experience rating would be 
prohibited. Wellness discounts will be allowed for group plans under specific 
circumstances.   
States are required to have their exchanges up and running. Each state can have a 
separate exchange for employers and individuals, or merge their exchanges to include 
both markets. States can also apply for a waiver on their exchange design from HHS, 
and currently operational state exchanges (UT and MA) are exempt.   
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The standards for qualified coverage, which will apply to all fully insured group and 
individual products to be sold both inside and outside the exchanges, begin. The 
essential benefit standards will also used to determine if large employer coverage is 
sufficient enough relative to the employer responsibility requirements. The essential 
benefit standards include specific mandated benefits, cost‐sharing requirements, out‐
of‐pocket limits and a minimum actuarial value of 60%. They also allow for catastrophic‐
only policies for those 30 and younger.   

The employee free choice voucher program takes effect. It requires employers that 
provide and contribute to health coverage to give vouchers to each employee who is 
required to contribute between eight percent and 9.8% of their household income 
(indexed to the premium growth rate) toward the cost of coverage, if such employee’s 
household income is less than 400% of FPL and the employee does not enroll in a health 
plan sponsored by the employer. The value of vouchers would be adjusted for age, and 
the vouchers would be used in the exchanges to purchase coverage that would 
otherwise be unsubsidized. The employee can also keep amounts of the voucher in 
excess of the cost of coverage elected in an exchange without being taxed on the excess 
amount. The amount of the voucher must be equal to the amount the employer would 
have provided toward such employee’s coverage (individual vs. family based on the 
coverage the employee elects through the exchange) with respect to the plan to which 
the employer pays the largest portion of the cost.   
Employers of 200 or more employees will have to auto‐enroll all new employees into 
any available employer‐sponsored health insurance plan. Waiting periods in existing law 
can apply. Employees may opt out if they have another source of coverage. Important 
note: The effective date of this provision is unclear and may be determined via 
regulation to take effect earlier. 
Premium taxes on most private health insurers based on premium volume take effect, 
which can be passed directly down to fully insured plan consumers. This tax WILL NOT 
apply to self‐insured plans,  nonprofit insurers that receive over 80% of their gross 
revenues from government programs like Medicare, Medicaid and CHIP, and voluntary 
employee benefit associations that are established by non‐employers. Certain tax‐
exempt health plans would also pay less because they will calculate the fee based on 
only 50% of their premiums. The amount of the total assessed tax on the industry will 
start at $8 billion in 2014, rise to $11.3 billion in 2015 and 2016, $13.9 billion in 2017, 
and $14.3 billion in 2018. After 2018, the fee would be indexed to the annual amount of 
premium growth in subsequent years.  
Employer‐sponsored wellness program rules for all employer group plans under HIPAA 
improve and employers can increase the value of workplace wellness incentives up to 
30% of premiums, with HHS discretion to increase the incentives to 50%. In addition, a 
10‐state pilot program to extend wellness programs to the individual market begins, 
with the potential expansion to the entire individual market in 2017.   
Cooperative plans will be allowed to be sold. Multistate national plans will be offered to 
individual and small employers through the state‐based exchanges.   
Premium assistance tax credits for individuals and families making up to 400% of FPL 
begin. These subsidies are available only for individual coverage purchased through the 
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exchange, not employer‐sponsored coverage.   
Expansion of the Medicaid program for all individuals, including childless adults, making 
up to 133% of the FPL begins. Mandatory state‐by‐state employer premium‐assistance 
programs begin for those eligible individuals who have access to qualified employer‐
sponsored coverage. States can also create a separate non‐Medicaid plan for those with 
incomes between 133% and 200% of FPL that do not have access to employer‐
sponsored coverage. 

In 2015 
  The Children’s Health Insurance Program must be reauthorized. 
In 2017 
  States may elect to allow large employers (more than 100 employees) to purchase 

coverage through their exchanges.   
In 2018  
  Cadillac tax goes into effect for all group plans, including self‐insured plans. The tax 

would be paid by the insurer in the case of a fully insured group or the TPA in a self‐
insured arrangement, but would be passed on directly to the employer. The new law 
establishes a 40% excise tax on plans with values that exceed $10,200 for individual 
coverage and $27,500 for family coverage, with higher thresholds for retirees over age 
55 and employees in certain high‐risk professions. Transition relief would be provided 
for 17 identified high‐cost states. The tax would be indexed annually for inflation using 
the consumer price index, not medical inflation standards. When determining the 
values of health plans, reimbursements from FSAs, HRAs and employer contributions to 
HSAs will be included. The value of stand‐alone vision and dental plans will be excluded.  
In addition, the excise tax will not apply to accident, disability, long‐term care and after‐
tax indemnity or specified disease coverage.  

PLEASE NOTE:  The  information  presented  in  this  analysis  is  the  exclusive property of  the National 
Association of Health Underwriters (NAHU).  It was prepared as an  informational resource for NAHU 
members,  state  and  federal  policymakers  and  other  interested  parties.  It  is  not  to  be  duplicated, 
copied or  taken out of  context. Any omission or  inclusion of  incorrect data  is unintentional.  If you 
have  any  questions  about  the  information  presented  in  this  document,  please  contact  Jessica 
Waltman, senior vice president of government affairs, at 703‐276‐3817 or jwaltman@nahu.org. 
 



 

  

Bracing for Health Care Reform: Key Provisions for Employers
The landmark health reform legislation enacted this week brings new responsibilities for employers as early as
this year, as well as future considerations for those offering company-sponsored health benefits.

The Patient Protection and Affordable Care Act (H.R. 3590), signed into law Tuesday by President Obama after
a yearlong quest for health reform, enacts the most sweeping change in U.S. social policy in over a half
century.

“Comprehensive health care reform is now the law of the land. Over time, it will fundamentally alter the
nature of employer-sponsored health benefits,” said Bart Valdez, Executive Vice President and General
Manager of Ceridian Benefits Services. “Right now, however, employers need to understand what exactly is in
the law and what provisions will have the greatest impact on them.”

Ceridian recognizes the legislation is highly complex. We have highlighted below a summary of some of the
key provisions in the health reform legislation that will have the greatest impact to all employers, large or
small, in the coming months and years.

The Senate is now working toward final passage of the second piece of the comprehensive legislative package,
the Health Care and Education Affordability Reconciliation Act of 2010 (H.R. 4872), which is subject to
parliamentary challenges from Republicans.

“We think by the end of the week, or early next week, the U.S. Senate will approve the House-passed
reconciliation legislation, which makes major changes to the bill just signed into law,” said Jim O’Connell,
Ceridian’s expert on legislative affairs in Washington, D.C. “To begin to understand this monumental health
care reform legislation, we will need to analyze both the new law and the pending reconciliation bill.”

With or without passage of the reconciliation bill, every employer, every employee and every household will be
affected by the $940 billion health reform legislation.

Ceridian’s team of benefits experts will continue to monitor and advise you about all aspects of health care
reform. Through our bi-weekly publication, Health Care Compass, we will keep you apprised of this important
legislation and provide you with the information and insight you need to navigate the changes ahead.

What Employers Need to Know

After a detailed analysis of the Patient Protection and Affordable Care Act, Ceridian has identified some key
provisions that could have significant impact on all employers and employer-sponsored health benefits plans.

Below are some of the more significant provisions affecting employers with existing plans in the two-bill
package. Additional requirements will apply to employer plans adopted after enactment. Although many of the
provisions in the bill will not go into effect until 2014, and in one case 2018, some take effect the first plan
year following six months after enactment. While six months following the date of enactment is October 1,
2010, for employers with calendar year plans the effective date will be January 1, 2011.

Employer Mandates

Employers who employ more than 200 employees must automatically enroll new full-time employees in
coverage. Employers must also provide employees with an opportunity to opt-out of coverage. Clarification on
the effective date of this provision is forthcoming.

Effective 2011
A health plan W-2 reporting requirement will be imposed, requiring employers to report the aggregate value of
medical benefits, vision, dental and supplemental insurance coverage. It is expected that this requirement
would apply to Forms W-2 for the year 2011 that are made available to employees in January 2012.



Effective 2013
Not later than March 1, 2013, employers will be required to give a notice to their employees that they may be
eligible to participate in one of the state-based health-insurance exchanges.

Effective 2014
The Patient Protection and Affordable Care Act requires employers with 50 or more employees to offer
coverage to their employees or pay a fine of $2,000 per full-time employee, if even one employee obtains a
federal subsidy to buy health coverage from one of the new state-based health-insurance exchanges.* The
first 30 employees are exempt from the calculation of the penalty.

The mandate also requires an employer who does provide coverage to pay either of the following: an
“assessment” of $3,000 for each employee who qualifies for subsidized coverage from an exchange either
because the employer pays less than 60 percent of the full actuarial value of the coverage provided or because
the employee’s cost is greater than 9.8 percent of their adjusted gross income; or $2,000 per full-time
employee, whichever is less.

* By 2014, the Act requires states to create health-insurance exchanges, which would offer four different
levels of qualified health insurance plans. It also would mandate individuals at this time to purchase coverage
and provide subsidies for certain individuals to do so.

Mandates Impacting Employer-Sponsored Plans

Effective 2010
Employer-provided group health plans will be required to cover adult children up to age 26, unless they are
eligible under another group plan (for years before 2014). This coverage will be nontaxable. Also, the group
health plan will be required to eliminate pre-existing condition exclusions for children under age 19.

Employer health plans will be prohibited from rescinding or cancelling health coverage, except in cases of
fraud.

Employer-provided coverage will be required to eliminate lifetime limits on essential benefits coverage and
may only place "restricted" annual limits on essential benefits coverage until 2014, when annual limits are
prohibited.

Effective 2011
Over-the-counter medicines will no longer be eligible for purchase with funds from Flexible Spending
Accounts, Health Savings Accounts or Health Reimbursement Arrangements, unless a prescription is provided.

The penalty for use of funds from a Health Savings Account for non-qualified medical expenses will increase,
doubling the additional tax on these types of withdrawals from 10 percent to 20 percent for anyone under the
age of 65.

Effective 2013
A statutory cap of $2,500 will be placed on the amount of funds an employee can save in a Flexible Spending
Account. The limit will be adjusted annually in accordance with the U.S. Consumer Price Index.

Effective 2014
The employer’s group health plan will be required to eliminate the pre-existing condition exclusions for adults.
The plans also have to eliminate annual limits on essential benefits coverage for adults.

Employers will be required to eliminate waiting periods beyond 90 days when enrolling employees in a group
health plan.

Tax Provisions

Effective 2010
Small business tax credit: Businesses with fewer than 25 employees and average wages of less than $50,000
could qualify for a tax credit of up to 35 percent of the cost of employees’ premiums.

Effective 2013
Individuals with adjusted modified gross income over $200,000, and joint filers with over $250,000, will be
required to pay a Medicare surtax of 3.8 percent on investment and other passive income, including rents,
interest, dividends, royalties and capital gains.

In addition, these high-income earners will have to pay a Medicare payroll tax of 2.35 percent — an increase
of 0.9 percent — on the portion of their wages in excess of the above noted thresholds. (Note: These are
individual mandates that affect employees; they do not affect employers.)

An employer's deduction for retiree prescription drug coverage is disallowed to the extent the employer
receives the Retiree Drug Subsidy for providing coverage that is as good as or better than Medicare Part D
coverage. 



Effective 2014
The 35 percent tax credit that goes into effect in 2010 for businesses with fewer than 25 employees and
average wages of less than $50,000 increases to up to 50 percent of the cost of employees’ premiums.

Effective 2018
Excise tax on high-value health plans: A 40 percent excise tax will be applied to the excess value of a health
plan above a statutory threshold. For most health plans, the threshold in the law will be established at
$10,200 for individual health plans and $27,500 for family coverage. The threshold for the new excise tax will
be adjusted annually for general inflation.

Also in the Patient Protection and Affordable Care Act

Wellness: The Act provides limited incentives for employers to provide corporate wellness programs to their
employees. The new law permits employers to offer premium discounts of up to 30 percent and other cost-
related incentives to employees who participate in employer-sponsored wellness programs.

Ceridian will continue to provide you with updates and information regarding health care reform in our next
edition of Health Care Compass.
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Health Care Reform: Beginning at Square One
As a first step, employers will need to sort out immediate priorities for this year and
2011.

With the final health care reform law now complete, the focus turns to what comes
next … and when, especially for employers considering their 2011 benefit plans.

The effective date for many key provisions in the Patient Protection and Affordable Care
Act is plan years beginning after September 23, 2010, less than six months away. For
many companies, that date coincides with another open enrollment season.

Although technically many key provisions in the law become effective this year, from a
practical standpoint employers have until their 2011 plan year renewal dates to
implement them. Employers need to understand the new requirements and prepare for
incremental changes ahead — from the extension of dependent coverage to the
restrictions on purchasing over-the-counter medicines with pretax health account funds.

“What’s more, the approximately 2,900 pages of legislation will soon be followed by
thousands of pages of regulations, clarifying and possibly expanding some of the
requirements,” said Jim O’Connell, Ceridian’s expert on legislative affairs in Washington,
D.C.

The Secretary of Health and Human Services, along with other federal agencies, is
expected to commence regulatory interpretations of the law within 90 days, O’Connell
said.

President Obama signed the Patient Protection and Affordable Care Act on March 23,
2010. He then signed the Health Care and Education Affordability Reconciliation Act of
2010 into law on March 30, 2010, amending several components of the original
legislation. Changes included postponing to 2018 the start of a new tax on high-cost
employer-sponsored insurance policies.

Meanwhile, several states' attorneys general have filed lawsuits challenging the
constitutionality of certain provisions in the new law, specifically the individual mandate.
“Although there is discussion regarding the appeal of reform legislation or striking
certain provisions within it, employers shouldn’t count on that happening,” O’Connell
said. “The best course of action is to prepare for changes ahead.”

In this edition of Ceridian’s Health Care Compass, we examine in detail some of the key
provisions under health care reform that go into effect this year, and explore actions
employers need to consider taking now and in the months ahead.

 

 

Tax-Advantaged Benefits: Changes to OTC Eligibility

Effective January 1, 2011, your employees will be required to submit a
manual claim and provide supporting documentation, such as a
prescription or physician’s statement, in order to be reimbursed for over-
the-counter (OTC) medications from their tax-advantaged health accounts.

The OTC eligibility provision brings significant changes to Health Care
Flexible Spending Accounts (FSAs), Health Reimbursement Arrangements
(HRAs) and Health Savings Accounts (HSAs) for participating employees,
who have been able to be reimbursed for these expenses without
additional documentation since 2003. 

“It’s important to know that this change affects ‘medicines and drugs,’ not
OTC supplies or equipment,” said Geoffrey Mann, a compliance manager
for Ceridian. “Many of the items available at drugstores and pharmacies
will remain eligible without a need for a prescription.” Mann also said
insulin receives special treatment and remains eligible without a
prescription.

 Insurance Reform: Dependent Coverage
to Age 26

Effective 2010, health plans will be required to cover adult children up to
age 26.

The provision says that if a plan provides coverage for “dependents,” it
must extend the coverage to adult children until they reach age 26. This
coverage must be extended to adult children regardless of other factors,
notably their full-time student status or marital status. However, there is
no requirement that plans or employers provide dependent coverage;
only those plans that provide dependent coverage must provide the
coverage to adult children until age 26.

The new provision, effective for plan years beginning on and after
September 23, 2010, creates a new dependent classification of individuals
called “adult child.”  The definition of dependent under this mandate may
be more limited than the definition of a dependent under the group
health plan; it includes only the son, daughter, stepchild, adopted child or
foster child of a plan participant.

Actions to Consider Right Now

Urgent need for education: What do the new laws
mean to your employees and their coverage? Surveys
indicate that employees and their families need more
information about health care reform legislation. They
will look to their employers for communications about
what the new laws mean for their health benefits
now and in the future.

Prepare for open enrollment and the implementation
of requirements scheduled to take effect for your
next plan year, particularly those that affect plan
design and plan documents.

Put in place a mechanism to track the value of
employer-provided coverage so you can report it on
2011 W-2s.

Consider informing employees of the following:

Under age-19 children whose pre-existing
conditions were not previously covered will be
covered under the new law.

Under age-26 adult children previously
ineligible will become eligible.

People whose coverage was capped under
previous lifetime limits will become eligible for
coverage.

Confer with legal counsel, insurer or administrator
ASAP about health plan redesign and/or cost sharing,
including High-Deductible Health Plans.



HSAs and OTC Eligibility
Distributions from Health Savings Accounts made after
January 1, 2011, for OTC drugs and medicines without
supporting documentation are subject to taxation and a
penalty that increases from 10 percent to 20 percent. 

Debit cards linked to health care FSAs or HRAs (including Ceridian’s
Benefits Card) will be prohibited from automatically approving or
substantiating OTC drug and medicine purchases, since these expenses
will require the additional documentation to establish eligibility. Merchants
will be required to remove OTC drugs from their eligibility lists and
employees will have to provide another form of payment when purchasing
OTC drugs and medications.

Examples of OTC drugs and medicines that no longer will be eligible for
reimbursement without supporting documentation include products in the
following categories:

Cough, cold & flu Pain relief Stomach remedies
Acid controllers Allergy and sinus Anti-itch and insect bite
Digestive aids Antibiotics  

More information regarding required documentation for these items will be
forthcoming.

Because vitamins, minerals and other supplements are not considered
OTC drugs or medicines, existing documentation requirements for these
expenses should not change based on the new law, Mann said. 

Ceridian will be updating its eligible expense list to include the changes,
and will keep you informed of any required process changes.
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Additional federal regulations regarding this provision are forthcoming.

Under an interim rule effective for plan years that begin from September
23, 2010, until December 31, 2013, the plan is not required to provide
coverage if the adult child is eligible for coverage under an employer-
sponsored health plan.

The penalty for non-compliance of this provision is an excise tax of $100
per day per affected individual, although there are a number of
exemptions and restrictions that apply to the penalty.

Employer Mandates: Automatic Enrollment

Employers with more than 200 full-time employees that offer coverage
must automatically enroll new full-time employees in coverage with the
opportunity to opt-out.

An effective date, however, was not included along with this mandate.
Once regulations are issued by the Secretary of the U.S. Department of
Labor, we expect to have a better understanding as to the timing of this
provision and will pass on that information.

Let Ceridian Prepare You For
Health Care Reform!

If you missed our April 6, 2010, Web forum,

“Health Care Reform: Impact on 2011
Benefit Plans … and Beyond,”

you may download the presentation slides and view
a recording of the event when it becomes available

by clicking here.

 

http://www.ceridian.com/HealthcareReform
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Your Next Step: Communicating Health Care Reform
As discussion continues around the implications of health care reform and which mandates take effect when,
employers will also want to start thinking about how they are communicating the coming changes within their
organizations.

"Everyone's in the same position of trying to understand the legislation," said Jim O'Connell, Ceridian's consultant on
legislative and regulatory affairs. "It's really a tidal wave falling on benefits staffs right now as they try to decipher
the language and get ready for open enrollment. But it's also important to focus on how we're communicating the
changes ahead."

The health care reform legislation enacted in March will eventually affect all businesses for years to come, from the
smallest companies to the largest corporations. 

"Employees are beginning to ask how this new law affects them" O'Connell said. "People need help translating health
care reform legislation into their specific health benefits. They're asking questions like, 'Does federal health care
reform replace our existing coverage?' and 'How will it affect our costs?'" 

At this point, O'Connell said, for this particular open enrollment season, employees should not really see much of a
change in their health benefits except for a couple of changes in coverage as mandated by the new law. (For more
information on coverage changes, view previous issues of the Health Care Compass by clicking here.)

In this issue of Health Care Compass, we'll suggest some ways to communicate to employees regarding topics that
may be on their minds, from changes to Flexible Spending Accounts to workplace mandates that specifically impact
female employees. We have also included Questions and Answers from our recent health care reform Web forum.

We encourage employers and our clients to begin mapping out a communications program for employees as they
plan for the upcoming open enrollment season.

Communication around health care reform is vital right now, O'Connell said, because in many ways the subject is
shifting nationally from health care reform to other news and topics of the time. "But there is still a lot of emotion
out there around health reform, which means there's a great need for communication."

The industry is awaiting guidance from the government that will flesh out the underlying law. Regulations must be
issued within 90 days of enactment, which is in late June. Once issued, this guidance will help employers translate
the legislative language into specific actions they need to take to be in compliance with the new law. Ceridian will
keep you up to date regarding any federal guidance affecting our services.

In the meantime, employers may want to visit the U.S. Department of Health & Human Services new Web site
created to provide information for small businesses and for employees. Click here.

 
What Employers Now Need to Know
About Health Care FSAs
Tony Meredith, Ceridian's product manager for pretax reimbursement
services, answers employer questions regarding the impact of health
care reform on health care Flexible Spending Accounts. 

What specific provisions does the new health care
reform law put in place regarding the administration
of health care Flexible Spending Accounts (FSAs)?
The new law includes two provisions related to health care FSAs, as
well as other tax-advantaged benefits: 1) over-the-counter (OTC)
medicines and drugs will no longer be eligible for reimbursement
without supporting documentation, such as a physician's prescription;
and 2) employee contributions will be limited to a maximum of $2,500
a year.

What exactly is the OTC eligibility provision?
Effective January 1, 2011, the new law mandates that health care FSA
participants will no longer be able to claim OTC medicines and drugs
as an eligible expense for reimbursement without supporting
documentation, such as a physician's prescription. It is important to
note that many OTC supplies, as well as insulin, will remain eligible for
reimbursement without supporting documentation under the new
rules. 

 
How Health Care Reform Affects Your
Female Employees
Among the many provisions in the recently passed health care reform
laws are a number of health care and workplace mandates that
specifically affect women employees and impose new requirements on
employers or their group health plans. Some of these have immediate or
near-term effective dates for all employers. Below is a summary of these
provisions:

Preventive Health Care
Effective for all employers starting with the first plan year after September
23, 2010.

This applies only to new plans; not grandfathered plans. (Please
see Ceridian Health Care Compass FAQs below for information on
grandfathered plans.)

Although the government will be issuing further guidelines for preventive
care and screenings for women in the near future, the law currently
specifies that group health plans must provide preventive health care and
screenings without co-payments, deductibles or co-insurance for the
following tests and services:

      ·        Mammograms, annually or once every two years – starting at age 40

·        Cervical cancer screens (pap smears, minimum of every three years)

file:///C|/Documents%20and%20Settings/jeffreyn/Desktop/compasscurrent.html#Ceridian%E2%80%99s_Health_Care_Compass_FAQs
file:///C|/Documents%20and%20Settings/jeffreyn/Desktop/compasscurrent.html#Ceridian%E2%80%99s_Health_Care_Compass_FAQs
http://www.ceridian.com/healthcarereform
http://www.healthreform.gov/about/answers.html
file:///C|/Documents%20and%20Settings/jeffreyn/Desktop/compasscurrent.html#Ceridian%E2%80%99s_Health_Care_Compass_FAQs


When does the health care FSA cap provision go into
effect?
The $2,500 annual cap will be effective for FSA plan years that begin
on and after January 1, 2013. 

How will the $2,500 cap affect FSAs?
Ceridian does not anticipate a significant impact on health care FSA
participation as a result of the health care reform legislation.
Ceridian's data show that the average individual health care FSA
election is $1,423, much lower than the $2,500 cap to be imposed.

Given health care reform's focus on affordability, we believe that FSAs
will continue to be one of the most effective methods offered by
employers to help their employees manage out-of-pocket spending,
while also reducing their company's payroll taxes.

What should employers tell employees as we prepare
for this year's open enrollment?
Ceridian's approach to employee education for health care FSAs has
always focused on advising employees to closely review their
anticipated annual medical spending to properly set their election
amount. That shouldn't change. Not only should they review what
they have typically spent in previous years, but they should also
consider expenses for procedures that they need or want to have
done in the next year or two, including costly eligible procedures such
as orthodontics or Lasik surgery. Because the cost of such treatments
will often exceed $2,500, employees may want to obtain these
services before the cap goes into effect in 2013.

·        Osteoporosis screens – starting at age 65

·        Breastfeeding education and support

·        Genetic counseling for women with increased risk of breast cancer

Gynecological and Obstetrical Care
Effective for all employers starting with the first plan year after September
23, 2010.

This applies only to new plans; not grandfathered plans.

Group health plans must provide direct access to gynecological and
obstetrical care. Women will no longer be required to obtain a referral
from the plan or preauthorization in order to receive care from a
participating health care provider.

Workplace Modifications for Breastfeeding
Effective immediately for all employers subject to the Fair Labor
Standards Act (FLSA). However, the private location mandate (see below)
does not apply to employers with 50 or fewer employees if compliance
would "impose an undue hardship by causing the employer significant
difficulty or expense."

Employers subject to the Fair Labor Standards Act (FLSA) must allow
working mothers breastfeeding their infants (up to 1 year old) to take
reasonable breaks to express milk. These female employees must be
provided a private location (not a restroom). Although the new law does
not require these breaks to be paid, many states currently mandate such
breaks be included as paid work time. Under the FLSA, the prevailing law
is that which is most advantageous to the employee.

 
Ceridian's Health Care Compass FAQs
The following frequently asked questions were submitted by participants attending Ceridian's April 6, 2010, Web forum, "Health Care Reform: Impact on
2011 Benefit Plans ... and Beyond." Jim O'Connell, Ceridian's consultant on legislative affairs and the event's presenter, provides the answers below.
Additional FAQs from the event will be presented in future issues of Health Care Compass. To listen to a replay of the Web event, click here.

Which employers are subject to the play or pay mandate under health care reform legislation and how does the legislation define
"full-time" employees?

The law says the requirements apply to "large" employers, and then defines "large" as an employer with 50 or more full-time equivalent employees. A
"full-time employee" works 30 or more hours per week.

For children up to 26 years old, is the full-time student status still a requirement to remain on the parents' health care plan?  Must
their parents still claim them as a dependent for tax purposes?  If they were previously removed from the plan, must they be added
back on?

The provision specifies that a health plan that offers dependent coverage must provide coverage for an adult child until age 26, unless that child is
eligible to be covered under another plan. Therefore, full-time student status and IRS dependent status are not required. If an adult child was removed
from the health plan previously and is not eligible for other coverage, he or she arguably should be given the opportunity to re-enroll. The provision
extends coverage only to the adult child, not to the child's spouse or to their children, if any.

This provision is effective for all employers starting with the first plan year after September 23, 2010. Grandfathered plans are subject to this
requirement.

What does it mean for a health care plan to be "grandfathered" under the new law and what is required?

Government guidance is still forthcoming on this provision. The health care reform law exempted — or "grandfathered" — employer health care plans in
effect on March 23, 2010, from most, but not all, new requirements. The grandfather provision is not clearly articulated in the final language of the law,
but we know that these plans appear to be exempt for an indefinite period of time. It is not clear to what extent the grandfather provision allows
employers to make changes to their plans without jeopardizing their grandfather status. It looks like the provision also allows for such plans to take on
new enrollees, new hires and perform similar plan maintenance, without undercutting their grandfather status. But with so sweeping a grandfather
provision, it is possible that the U.S. Department of Health and Human Services will issue regulations that could chip away at the flexibility of
grandfathered plans.

Can you explain the "play or pay" provisions, including which employers are subject to them and the penalties for noncompliance?

The employer "play or pay" mandate provisions will not take effect until 2014, so employers have some breathing room to understand how this provision
will be eventually implemented.

For employers with 50 or more full-time employees that do not offer employees minimum essential coverage, and at least one of the employer's full-
time employees gets subsidized health coverage through a health insurance exchange, a "Free Rider" penalty of $2,000 per full-time employee (after
subtracting the first 30 full-time employees) will be imposed on the employer.

For employers with 50 or more full-time employees that do offer minimum essential coverage, but the coverage is inadequate or unaffordable for the
employees, the law penalizes them with the lesser of the following:

•     $2,000 per full-time employee (after subtracting the first 30 full-time employees)

•     $3,000 per full-time employee receiving subsidized health coverage through an exchange

The health coverage is considered inadequate if the plan's share of costs has less than a 60 percent actuarial value (actuarial value is based on the
portion of allowed costs paid by the plan, not on premiums). The coverage is considered unaffordable if the employee's required premium is greater than

https://event.meetingstream.com/eventRegistration/EventLobbyServlet?target=registration.jsp&eventid=201830&sessionid=1&key=2733920BC3D06C813CED0F9A53C8C817&sourcepage=register


9.5 percent of the modified adjusted gross income of the employee's household.
Grandfathered plans are also subject to this requirement.
 
© 2010 Ceridian Corporation. All rights reserved.



 
              
Issue 4, May 6, 2010     

 

In this Issue:
Federal Guidance Begins As Employers
and Others Tackle Reform
Federal agencies have started issuing
initial guidance on some of the new law's
requirements.

Health Care Reform Communication is
Key Between Employer and Employees
Ceridian Offers Complimentary Employee
Communication on Tax-Advantaged
Health Accounts.

Guidance on Tax Treatment of Health
Coverage for Children Under 27
Definition of Adult Children.

Temporary Reinsurance Program for
Early Retirees
Employers will need to apply; forms
expected to be available next month.

Web Portal to Provide Information on
Insurance Options
HHS to establish an Internet website,
known as the Web portal, by July 1, 2010.

Ceridian's Health Care Compass FAQs
Answers to common questions that were
submitted by participants attending
Ceridian's Web forum on health care
reform last month.

 

Ceridian Offers Complimentary
Employee Communication on Tax-
Advantaged Health Accounts

For those employers who offer their
employees a Flexible Spending Account
or some other pretax health savings
program, Ceridian is providing a
complimentary communication that
answers many employee questions
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Federal Guidance Begins As Employers and Others Tackle Reform
As employers begin taking their first steps to implement health care reform, federal agencies have
started issuing initial guidance on some of the new law's requirements.

“Health care reform is the No. 1 issue for employers right now,” said Jim O’Connell, Ceridian’s
consultant on legislative affairs in Washington, D.C. “Employers welcome the guidance. They have
been working hard to decipher the law itself as well as to understand their compliance
obligations.”

The Patient Protection and Affordable Care Act (PPACA), signed into law in March, raises many
questions for employers.

The Internal Revenue Service and the Health and Human Services Department (HHS) began last
week releasing initial guidance on provisions in the law relating to employer-sponsored health
coverage. This includes guidance on the tax treatment of health coverage for children under age
27, more information about the reinsurance program for retirees and the creation of a
comprehensive health care Web portal.

Meanwhile, employers are determining how health care reform will impact them and their
employees as they plan for this year’s open enrollment season. (See previous issues of the Health
Care Compass by clicking here.)

This edition of Ceridian’s Health Care Compass brings you the latest information on the age 27
provision and recently issued guidance from the federal government. We also provide tips on how
to communicate health care reform changes to your employees. Ceridian will continue to keep you
informed of new regulations as they are published, and bring you the tools you and your
employees need to better navigate the complexities of the new law. (See Ceridian Offers
Complimentary FSA Communications.)

Health Insurance Carrier Response

The new health care reform law includes provisions that will impact health insurance
carriers. Even though some of these provisions won’t take effect until 2014 and beyond,
many carriers, under pressure from the White House, have already begun complying
with certain provisions of the law even before they are mandated to do so and
guidance is released.

Most of the country's largest health insurers, for instance, have agreed to implement
policies — before the initial September deadline — that would permit parents to keep
adult children on their policies up to age 26. The same is true for a mandate to end
coverage exclusions for pre-existing conditions of children up to age 19.

The carriers’ actions come on the heels of special HHS requests asking health insurance
companies to extend coverage to adult children under age 26 who are aging out of
coverage or otherwise losing coverage under their parents' health insurance plan. HHS
is making the same request of employers who provide self-funded coverage.

We encourage you to check with your carriers to see if they have already made changes
to your policies.

Health Care Reform Communication is Key Between Employer and
Employees
Employers should continue talking to employees about health care reform, even if many questions
remain unanswered.

“It’s important to acknowledge your employees’ concerns, reassure them that you care about their
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participant accounts. Click here to view.

As of January 1, 2011, employees will
have to provide supporting
documentation, such as a doctor’s
prescription, to be reimbursed tax-free
for over-the-counter drugs and medicines
through their health care FSAs, Health
Reimbursement Arrangements and
Health Savings Accounts.

In addition, beginning in 2013, health
care FSA contributions will be capped at
$2,500. Prior to health care reform, plans
had been free to impose their own limits.

The majority of participants will not be
affected by these changes. The average
contribution to a health care FSA, for
example, is currently about $1,400 a year,
well below the $2,500 cap. Additionally,
about 90 percent of all reimbursements
are for non-OTC purchases, such as
doctor co-pays, deductibles and
prescription expenses. Studies have
estimated, for instance, that only about 7
percent of all FSA claims in 2009 were for
OTC drugs.

“While these new provisions won’t
significantly impact most employees,
there are some employers that will have
to make changes to their plans, said
Amanda Johnson, Director of Marketing
for Ceridian Benefits Services. “This
communication will give employees an
idea of how those changes may impact
them as participants.” 

 

Definition of ‘Adult Children’

The health care reform law establishes a
new category of individuals whose
coverage may be pretaxed – adult
children. PPACA does not change the
existing definitions of spouse or
dependent; the adult child category exists
in addition to them.

Adult child definition for tax purposes: A
child of the employee who has not
attained age 27 at the end of the
calendar year. 

"Child" means any of the following:
Son, daughter

Stepson, stepdaughter

Adopted child

Eligible foster child (placed with the
employee by authorized placement
agency or a court)

 

health and that you value your benefits programs’ role in keeping them healthy,” said Amanda
Johnson, Director of Marketing for Ceridian Benefits Services.

“There may be instances where you’ll need to let employees know that you don’t have all the
answers and that you’re waiting on additional guidance from the government. That’s OK; just
keep communicating,” she said.

This kind of informal communication goes a long way to help employees adjust to health care
reform, she said.

Many provisions taking affect this year or in 2011 could impact open enrollment and the choices
employees make regarding their health plans. Communicating information about these provisions
is vital. Employers might want to consider informing employees of the following:

Under age-19 children whose pre-existing conditions were not previously covered will be
covered under the new law

Under age-26 adult children previously ineligible will become eligible

Those whose coverage was capped under previous lifetime limits will become eligible for
coverage

OTC eligibility changes to Flexible Spending Accounts and other tax-advantaged health
accounts (See Ceridian Offers Complimentary Employee Communications on Tax-Advantaged
Health Accounts)

Johnson also pointed out that there are formal employee communication requirements under the
law that employers need to be aware of in the future.

Effective no later than March 2013, the law requires employers to:

Inform employees of the existence of an Exchange and the services it provides.

Inform employees if the employer plan’s share of the total allowed costs of benefits
provided under the plan is less than 60 percent of such costs, that the employee may be
eligible for a premium assistance tax credit and cost sharing reduction.

Inform employees that if they purchase a qualified health plan through the Exchange, the
employee will lose the employer contribution, if any, to any health benefits plan offered by
the employer and that all or a portion of such contribution may be excludable from income
for federal income tax purposes.

Guidance on Tax Treatment of Health Coverage for Children Under 27
Under PPACA, employers who offer dependent health coverage will be required beginning in
September 2010, to extend that coverage to employees’ children until they reach age 26.
Additionally, PPACA provides for pretax treatment of the cost of this coverage through the end of
the year in which they turn age 26.

On April 27, 2010, the Internal Revenue Service issued guidance (Notice 2010-38) regarding the
new tax rules for adult children. The guidance clarifies that, effective March 30, 2010, the tax
exclusion not only applies to medical expenses, but also to the premiums paid for the child's
medical coverage, regardless of whether the child would otherwise be the employee's tax
dependent.

Also, the guidance allows employers with cafeteria plans to treat coverage for adult children as a
pretax benefit as of March 30, 2010.

Most cafeteria plans will need to be amended to address adult children. However, under the
current cafeteria plan regulations, cafeteria plan amendments must be effective prospectively.
Under the Notice from the IRS, as of March 30, 2010, employers may permit employees to make
or change pretax elections for accident or health benefits (including to a health care Flexible
Spending Account) under a cafeteria plan for adult children, even if the cafeteria plan has not yet
been amended to cover these individuals.

A retroactive amendment to a cafeteria plan to cover adult children must be made no later than
December 31, 2010, and must be effective retroactively to the first date in 2010 when employees
are permitted to make or change pretax salary reduction contributions to cover adult children.

Cafeteria plan elections are generally effective for the full plan year, and can be changed only
under specific circumstances as defined in the regulations. These rules currently don’t permit
employees to change their elections when their adult children either gain or lose eligibility under
the tax rules. In the guidance, the IRS states that the cafeteria plan election change regulations for
dependent eligibility will be revised to address these situations. This means that, assuming an
employee meets the consistency rules, employees are permitted to change their elections to add
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Ceridian's Health Care Compass FAQs
The following frequently asked questions
were submitted by participants attending
Ceridian's Web forum last month titled,
"Health Care Reform: Impact on 2011
Benefit Plans ... and Beyond." Jim
O'Connell, Ceridian's consultant on
legislative affairs and the event's
presenter, provides the answers below.
Additional FAQs from the event will be
presented in future issues of Health Care
Compass. Listen to a replay of the Web
event by clicking here.

Does auto-enrollment apply only to new
hires or to all employees that are not
enrolled currently?
The law requires employers with more
than 200 employees to automatically
enroll new full-time workers in one of the
company’s health plan. Employers must
provide employees with adequate notice
regarding auto-enrollment and the
opportunity to opt out of such coverage.
Employers will have to wait until HHS
publishes regulations to establish when
the provision will become effective. Many
believe that auto-enrollment will start in
2014 with the other employer
requirements.

What determines the valuation of the
benefits for W-2 reporting?
A long-held congressional perspective is
that employees do not recognize the true
value of their health care benefits.
Beginning in 2011 (for W-2 forms to be
provided to employees in January 2012),
employee W-2 forms must show the
value of their employer-provided health
coverage. Employers will be required to
use the COBRA valuation methodology to
determine their plan’s value. To be sure,
employers will need to have a mechanism
in place starting in January 2011 to be
able to accumulate monthly values for
employer-provided health coverage.

Similarly, new requirements scheduled to
go into effect in 2014 will have additional
reporting and notification requirements,
particularly with regard to health
insurance coverage information for full-
time employees. For instance, starting in
2014, employers will be required to
provide a “minimum essential coverage”
certification, the number and names of
its full-time employees, information
about health plan waiting periods, lowest
cost health care options, monthly
premiums, and so forth.

 

or increase contributions to a cafeteria plan (including a health care FSA) for an adult child who is
gaining coverage under the plan.

As a result of PPACA's changes and the IRS guidance, employers now have the option to provide
pretax benefits to more individuals under their plans.

Temporary Reinsurance Program for Early Retirees
Employers will need to apply; forms expected to be available next month

Interim final guidance has been issued regarding the Early Retiree Reinsurance Program for
certified plan sponsors that provide health insurance coverage to retirees age 55 and older who
are not eligible for Medicare.

The program is expected to be established by June 1, 2010, and will expire January 1, 2014, unless
the program’s $5 billion in funding is depleted sooner.

The purpose of the program is to provide needed financial help for employment-based plans to
continue providing coverage to early retirees and plan participants.

The program will reimburse plan sponsors for 80 percent of retiree claims between $15,000 and
$90,000 that are paid or incurred after June 1, 2010.

In order to be eligible for the program, plans must have procedures in place to generate savings
for participants with chronic conditions — those high-cost conditions for which $15,000 or more in
claims are likely to be incurred during a plan year. Reimbursements may be used to pay for
increases in the plan sponsor’s share of the premium or other increase in plan costs.

A new Web portal, to be introduced by July 1, 2010 (see Web Portal to Provide Information on
Insurance Option) will provide information on the program, including instructions on how to
participate.

Employers will need to submit an application to the Health and Human Services Department to
participate in the program. Applications will be approved in the order in which they are received,
and must be approved before any claims may be filed for reimbursement.

Reimbursement of claims is conditional upon the availability of program funds, so plan sponsors
should submit applications as soon as possible once forms become available, which is expected to
be in June.

Web Portal to Provide Information on Insurance Options
The health care reform law includes a provision to make it easier to get information about
available health insurance options. This provision requires HHS to establish an Internet website,
known as the Web portal, by July 1, 2010. The Web portal is designed to help individuals and
small businesses identify health insurance options in their states, including private health
insurance. It also will help them determine if they are eligible for a variety of existing public
programs, including existing state high risk pools, new high risk pools, Medicaid, Medicare and the
Children’s Health Insurance Program.

In addition, the new Web portal will provide information on the small business tax credits
available beginning in 2010, as well as information on the Early Retiree Reinsurance Program,
slated to begin in June 2010. Instructions will be provided on how those businesses that provide
coverage to non-Medicare retirees age 55 and older can apply to receive reinsurance payments
for certain claims. (See Guidance on Temporary Reinsurance Program for Early Retirees.)

Also, it will feature consumer education to help people better understand insurance terms, their
choices, and the operation of insurance in the current marketplace.

Because of the short time frame for its implementation, the portal will launch in phases. The first
phase of the portal will be introduced by July 1, 2010, as required in the law. It will provide the
following information:

Plan names and types (for example, HMO, PPO)

Summary of services provided

Links to provider networks

Formulary if available

Links to plan website

Consumer contact information to get more information and enroll

A second phase in October 2010 will have more details on pricing and benefits, including cost-
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Get Briefed on Health Care Reform
Learn more about health care legislation
and the impact to your business by
downloading Ceridian’s complimentary
executive brief, “Health care reform: The
business challenge.” Click here.

sharing, deductibles and premiums and a way to compare plans.

 

Is Ceridian's Health Care Compass being forwarded to you?
If you would like to subscribe to receive future issues of the Health Care Compass, please click
here.
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