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INTRODUCTION

Whether you agree with it or not, the Affordable Care Act, otherwise known as Obamacare, is here to stay, and it will affect all of us in one way or another. Sections of the law may change slightly in the next few years, keeping those in Congress busy and the rest of us on our toes, but the basic structures of this law will, in all likelihood, remain the same.

The Affordable Care Act is a comprehensive healthcare insurance reform act that provides certain benefits to, and requires certain actions from, all Americans. For example, under the terms of the act, in general everyone must be covered under a health insurance plan, by enrolling in a plan offered at your place of employment, or through a group policy offered by another type of organization, or by purchasing an individual policy. A health insurance marketplace (which we’ll sometimes just call the Marketplace) has been set up to help you do this. If you fail to obtain health insurance coverage, you face a penalty.

People who have difficulty paying for their health insurance may qualify for a federal subsidy that will help them, or they may qualify for assistance under expanded Medicaid programs. (Medicaid programs are state-run programs designed to help low-income residents obtain needed healthcare.)

One of the main purposes of the ACA is to reduce the overall number of Americans who don’t have health insurance. In May 2013, this number of uninsured under the age of sixty-five (and therefore not eligible for Medicare, the federal program that provides health insurance for the elderly and some younger people) was estimated to be about 57 million Americans, a number many experts believe would have continued to rise without the ACA.

Two of the main benefits of the ACA are the most popular:


	Health insurance companies can no longer refuse to issue a policy to you based on a preexisting medical condition.

	Young adults, up to age twenty-six, can continue to be covered under a parent’s policy.



There are other benefits as well, and of course there are some drawbacks. For example, as you may have learned, if you have an insurance plan that does not meet the ACA’s minimum requirements for health insurance, it will be canceled and you’ll have to enroll in a new plan. (There are some exceptions to this, as we’ll see.)

The ACA is intended to improve the efficiency of the overall healthcare system, to reduce overall healthcare costs, and to improve health outcomes for Americans, including those who have traditionally had less access to healthcare. How successful the ACA is in accomplishing these goals remains to be seen.

The purpose of this book is to help guide you through the complexities of the law so that you have a clearer understanding of how the Affordable Care Act works, how it affects you, and the steps you’ll need to take in order to follow its rules and to experience some of its benefits.

The book is divided into four sections. The first section covers what the Affordable Care Act is and does. The second guides you in selecting a healthcare plan. The third shows you how to use your benefits. The fourth and final section offers suggestions for how to control your healthcare costs. The conclusion provides additional resources for further questions. In the appendix, you’ll also find some information on choosing a doctor.

Most of the material is set up in a question-and-answer format so that you can quickly find answers to your most important questions about the ACA.

Let’s get started!



PART 1 
HOW THE AFFORDABLE CARE ACT AFFECTS YOU

You may feel as if understanding the ACA requires you to keep an attorney on speed dial just to answer your questions—and you probably have a lot of questions! It probably seems as if every time you answer one question, another one pops up.

However, while the ACA can seem like a big, overwhelming mass of confusing terminology and complicated requirements, you’ll be able to understand the whole thing if you just take it a step at a time. That’s what this book is designed to help you do. It is possible to boil down all of the jargon and government-issued statements into plain English.

In Part 1, I’ve created a series of questions and answers to help you understand what the ACA is, how it affects you, and what steps you need to take in order to meet its requirements. This section will help you understand the basic parts of the law that directly affect individual consumers (like you!). It will define the most common terms you’ll encounter in dealing with the law, describe the building blocks of the law so that you understand their purpose and how they affect you, and explain some of the systems that have been put in place in order for the law to be carried out, such as healthcare exchanges (the Marketplace).

After reading this section you might just start scratching your head and saying, “My goodness, I didn’t know it was that easy.” At least, I hope so.


BASIC TERMINOLOGY

What exactly is the healthcare exchange (also called the insurance exchange, or the health insurance marketplace)?

You’ve probably been hearing a lot about this because there were a number of glitches when it first rolled out. Set up under the Affordable Care Act, it’s a new way to find healthcare coverage. It went into effect with a lot of fanfare on October 1, 2013 for individuals and small business owners who have lost their coverage or who do not already have it.

Basically, you go to a central website and compare the various health insurance options available in your state, as provided by various private companies. You can sign up for your health insurance through the website. You can also determine if you are eligible for a financial subsidy or if you qualify for a state Medicaid program. If you have trouble understanding the options, you can call a navigator or meet with one in person.

What’s the difference between a state-run exchange and the federal exchange?

You’ll use the exchange that is relevant to your state, and the exchanges vary from state to state. You can find out what kind of state exchange/marketplace you are living in by going to www.statereforum.org/where-states-stand-on-exchanges.

If you’re living in a state that is implementing a State-Based Marketplace (SBM), that means the state government is responsible for all plan functions: quality healthcare plans; premium fees; oversight/monitoring/eligibility/enrollment; outreach/education; and consumer complaints.

If you live in a state that’s implementing a Partnership Marketplace, these responsibilities are taken over by the federal government, although the state government has responsibility for plan management and/or consumer assistance.

Finally, if your state has a federally facilitated Marketplace, that means all these functions are the responsibility of the federal government.

Some of the exchanges work better than others, but it’s fair to say that in any case you’ll need a little patience to use any of them effectively.

What are essential health benefits?

The Affordable Care Act specifies that all private insurance companies must cover at least ten categories of benefits; these are called essential health benefits (EHB). Each state decides the specifics of coverage, so exactly what form your coverage in each of these categories takes depends on where you live and which insurance company you pick. You can check the guidelines for your state at www.cms.gov/CCIIO/Resources/Data-Resources/ehb.html.

If you belong to a large group plan (as opposed to small group or individual plan insurance) or a plan that’s grandfathered into the system, these plans aren’t required to carry essential health benefits. Any plans that do carry EHB must remove annual and lifetime dollar amounts for those services.

One thing more: As the ACA finds its footing, it’s possible that more essential health benefits might be added, which could increase insurance premiums. However, that’s in the future.

Can you describe what some of these Essential Health Benefits are in greater detail?

Yes! Here are some of the EHBs:


	
Ambulatory patient services. If you visit your doctor’s office for a visit and aren’t admitted to a hospital, this is the kind of care you’re receiving (“ambulatory” means you can walk out of the office under your own power). It also refers to home health and hospice care, though in these cases coverage may be limited to forty-five days. However, if you go to a neighborhood clinic, your doctor’s office, or a same-day surgery center, those services are covered.

	
Emergency services. Of course, no one likes to think about going to the ER for any reason, but it’s comforting to know that under the ACA, you cannot be penalized for going out-of-network or not having prior authorization to do so. If you or your family find yourself in circumstances in which a condition, if not immediately treated, will lead to serious disability or death, the ACA protects you from higher copayments and coinsurance if you wind up in an out-of-network ER.

	
Hospitalization. This is among the most potentially expensive healthcare you can receive. It includes room and board in the hospital, as well as physician and nursing care, tests, drugs, and a lot of other miscellaneous charges. It also covers surgeries, transplants, and care you receive in a skilled nursing facility (such as a nursing home). Note that some plans limit skilled nursing facility coverage to forty-five days. It would be nice if the insurance companies paid your entire bill, but they don’t. Depending on your plan, you may still be responsible for 20 percent or more of the bill—more if you haven’t reached your out-of-pocket limit. Since some hospitals charge as much as $3,000 per day for room and board (and that doesn’t include the medical stuff), hospitalization can take a big bite out of your wallet.

	
Maternity and newborn care. Amid the excitement of a new baby’s arrival, most people probably don’t want to consider their budgets, but you should. This EHB refers to care that women receive during pregnancy, birth, and post-delivery, as well as care for the baby itself. ACA says that prenatal care must be provided without extra cost, but some other services will probably require a charge. For instance, insurance plans under ACA must provide breastfeeding support, counseling, and equipment for the duration of breastfeeding, but the specifics of what’s covered may be different from plan to plan. Your doctor will determine what kind of breastfeeding plan you need, and most insurance plans will follow the doctor’s recommendations. In some cases, you may need preauthorization. Under ACA, most insurance plans will cover the cost of a breast pump (either rental or yours to keep). Ask if the plan provides guidance as to whether the pump can be manual or electric, how long the coverage lasts, and where you can get the pump.
Other services in this category of EHB that may be offered by various plans include:

•Testing for sexually transmitted diseases

•Rh blood typing and antibody testing

•Folic acid supplements, which help protect your baby from certain birth defects

•A wide range of prenatal tests, including anemia screening, UTI screening, and screening and help to quit tobacco use

•Testing for gestational diabetes

•Birth control after the birth of your baby

Be sure to check and make sure your plan covers these items before your doctor prescribes them or administers the tests.



	
Mental health and substance use disorder services, including behavioral health treatment. One in four adults, or about 61 million people in the United States, experiences some form of mental illness in a given year. About 13.7 million have serious illnesses such as schizophrenia, major depression, or bipolar disorder. Even greater numbers suffer from drug abuse. The ACA mandates coverage of inpatient and outpatient services for such disorders, though some plans may limit this to twenty days per year. These services must provide evaluation, diagnosis, and treatment. This is another instance in which exactly what is covered and how the insurance is provided will vary from state to state. For more information, go to www.mentalhealth.gov.

	
Rehabilitative and habilitative services and devices. If you have sustained an injury, you’ll probably need some sort of physical therapy to regain the functionality you’ve lost. In general, insurance plans must cover at least thirty visits a year for occupational, physical, chiropractic, speech, or cardiac therapy and pulmonary rehabilitation. As well, the plans must cover devices such as canes, wheelchairs, and crutches that will be needed while the therapy is in progress.
•Habilitative services are services that allow you to acquire a functional skill you should have but don’t because of sickness or injury (for instance, speech therapy for an autistic child). Things are a bit less clear with long-term disease treatment such as multiple sclerosis, and you’ll need to check with your plan to find out the extent of its coverage.

•Rehabilitative services are services that allow you to get back a skill you lost because of illness or an injury. For instance, if you’ve suffered a stroke, you’ll need physical or occupational therapy to regain motor functions.



	
Laboratory services. To come up with an accurate diagnosis of your ailment and the appropriate treatment, your doctor conducts all sorts of tests. The ACA mandates insurance plans to cover laboratory tests; however, it’s up to you to find out the scope of this coverage—what tests are covered, which laboratories, and what physicians can prescribe laboratory work. If your doctor recommends a lab that isn’t outlined in your insurance plan, ask the plan provider if there’s a replacement or if they anticipate accepting that lab in the future.

	
Preventive and wellness services and chronic disease management. Not all illnesses and conditions go away after a single treatment or even a series of treatments. Some can last a very long time—even a lifetime. This EBH includes anything from annual physicals to immunizations and cancer screenings designed to prevent or detect certain medical conditions, as well as assist in the care and management for chronic conditions such as asthma and diabetes. For more detail on this, go to www.healthcare.gov/what-are-my-preventive-care-benefits/. Be sure to call your provider ahead of time to find out the exact details of coverage because although things such as breast cancer screenings, Pap smears, and prostate exams may be given free of charge, you may still be billed for diagnostic tests that doctors order when you have symptoms of disease. Costs for these tests can range from $20 for a lab test to 30 percent of the cost of a magnetic resonance imaging scan (MRI), which can mean hundreds to thousands of dollars if you are not careful.

	
Pediatric services. If you’re wondering how your children will fare under the Affordable Care Act, the answer is, pretty well. Children under age nineteen are entitled to get their teeth cleaned twice a year, as well as receive x-rays, fillings, and medically necessary orthodontia. Children under age nineteen are also entitled to an eye exam and one pair of glasses or set of contact lenses a year. In addition, insurance plans must cover well-child visits and recommended vaccines and immunizations. Remember that you will have to have a plan that covers your family if you want your child to have coverage. (A spouse can also be covered under a family plan.)

	
Prescriptions. Who doesn’t know the irritation of standing in line at the pharmacy to get your prescription filled, wondering how much this is going to cost you? The ACA can’t do away with all that uncertainty, but it does mandate that Marketplace plans must cover at least one drug in every category and class in the U.S. Pharmacopeia, the official publication that lists approved medications. In addition, pharmaceutical costs are counted toward out-of-pocket caps on medical expenses, as opposed to separate caps as some companies used to do.



What qualifies as essential minimum coverage?

As you’ve probably heard, the ACA requires you to have health insurance. If you don’t have it, you must pay a penalty. Minimum essential coverage refers to the least amount of coverage you need in order to avoid paying that penalty.

To be clear, it’s not enough to have only coverage for a specific kind of health-related issue. If you only have vision care, dental care, or coverage for a particular disease or condition (such as a cancer policy), that’s not going to cut it. These policies can be a useful supplemental insurance that can help you pay some bills not covered under your regular health insurance policy but they do not qualify as minimum essential coverage under the ACA.

Following is a list of plans that do qualify as minimum essential coverage under the ACA:


	A qualified health plan offered by the health insurance marketplace

	Medicare Part A

	Medicare Advantage plans

	Most Medicaid coverage

	Children’s Health Insurance Program (CHIP) coverage

	Certain types of veterans health coverage administered by the Veterans Administration

	Most types of TRICARE coverage under Chapter 55 of Title 10 of the United States Code

	Coverage provided to Peace Corps volunteers

	Coverage under the Nonappropriated Fund Health Benefit Program

	Refugee Medical Assistance supported by the Administration for Children and Families

	Self-funded health coverage offered to students by universities for plan or policy years that begin on or before December 31, 2014 (for later plan or policy years, sponsors of these programs may apply to HHS to be recognized as minimum essential coverage)

	State high-risk pools for plan or policy years that begin on or before December 31, 2014 (for later plan or policy years, sponsors of these programs may apply to HHS to be recognized as minimum essential coverage)

	Other coverage recognized by the Secretary of HHS as minimum essential coverage

	Employer-sponsored coverage, including self-insured plans, COBRA coverage, and retiree coverage



If your existing plan isn’t one of these, don’t panic. Call your health insurance company and ask them if their plan qualifies as minimum essential coverage.

Are there any exemptions from the requirement to obtain minimum essential coverage?

You may not have to pay a penalty for being uninsured if you can prove you qualify for one of these nine exemptions (for more information and to find the forms you need to apply for an exemption, go to www.healthcare.gov/exemptions/):


	
Religious conscience. Do you belong to a religious sect, as defined by the Social Security Administration, that is recognized as conscientiously opposed to accepting any insurance benefits?

	
Healthcare sharing ministry. Are you a member of a recognized healthcare sharing ministry?

	
Indian (Native American) tribes. Do you belong to an Indian tribe recognized by the federal government? Are you eligible for services through an Indian care provider?

	
Income below the income tax return filing requirement. Is your income below the minimum threshold for filing a tax return? Here is a tool to help determine if you are required to file a federal tax return: www.irs.gov/uac/Do-I-Need-to-File-a-Tax-Return%3F.

	
Short coverage gap. Have you gone without coverage for less than three consecutive months during the year? (This one is to help people who are between jobs.)

	
Hardship. Have you suffered a hardship that makes you unable to obtain coverage? You can download a document outlining the different kinds of hardships at the IRS website: www.irs.gov.

	
Affordability. Can you not afford coverage? This is a pretty common issue. The ACA says that if the minimum amount you must pay for the premiums is more than 8 percent of your household income, you’re eligible for this exemption.

	
Not lawfully present. Are you not a U.S. citizen, a U.S. national, or an alien lawfully present in the United States?

	
Incarceration. Are you in a penal institution or correctional facility after the disposition of charges against you?



So what happens if you don’t qualify for any of these exemptions and you decide you’re still not going to buy health insurance? Well, as I said earlier, you have to pay a penalty. And who collects that penalty? The IRS, and no one wants to mess with them.

How will the IRS decide if you have health insurance? You may have noticed when filing your taxes in the past year, there was a box asking if you have health insurance. You might have overlooked it . . . or maybe you chose to overlook it. This is where the IRS gets their information. However, and it’s a big however, the IRS can only collect the penalty if you are getting money back on your tax return. If not, you might get a sternly worded letter from the IRS, but that’s it.

Keep in mind, though, that if you choose to pay the penalty, whether the IRS collects it or not, at the end of the day you still don’t have health insurance, and if you become ill and need extensive medical care, you’re going to get socked with a hefty bill from the doctor’s office. And they won’t stop at sending you a sternly worded letter.

What is the new “80/20 rule” exactly?

The “80/20 rule” is the nickname for the Medical Loss Ratio (MLR) rule.

One of the goals of the ACA is to rein in costs not associated with caring for patients’ health and to make healthcare costs more even nationwide, rather than varying widely from state to state.

The 80/20 rule says that insurance companies have to disclose how much they spend on actual healthcare and how much they spend on administrative costs. Essentially, insurance companies can no longer hike up premiums to pad their own profits and boost bonuses for their executives. The company must spend at least 80 percent of your premium dollar on your healthcare or improving that care and only 20 percent on things related to the company’s administration. If the company spends more than that 20 percent on administrative issues, it has to rebate the overage to you.

Keep in mind that the first report was filed in 2012 for the 2011 year, so do not expect a rebate check for years prior to 2011, unless you have an extremely generous insurance company. However, if you are entitled to a rebate, the insurance company will notify you by August 1 of each year (for overages from the previous year).

The rebate won’t necessarily come as a check in the mail. It could be:


	a lump sum reimbursement to the credit/debit card you used to pay the premium

	a reduction in your future premiums

	if you are receiving your plan through your employer, a payment by your company to you in one of the previous ways. The company can also apply the rebate in a way that benefits the employees.



There’s one very big exception to the 80/20 rule: It doesn’t apply to employers who have fewer than 1,000 enrollees in a particular state. Nor does it apply to those employers who operate a self-insured plan. This is a plan in which a group (in this case, the employer) rather than an insurance company assumes financial responsibility for the medical expenses. Since it’s difficult to tell if you have one of these plans, the best thing is to ask your employer what type of plan you’re on.


	If you’re not on a self-insured plan, find out if you’ll be receiving a rebate (that is, if the insurer has spent more than 20 percent of your premium on costs not directly related to your medical needs) and if so, what form the rebate will take.

	If you are on a self-insured plan, sit down and go over the benefits as well as the provider network.



Can I keep my existing plan? If not, why not?

Of all the questions about the Affordable Care Act, this is one of the most frequently asked. It’s become a major political hot button in the ongoing debate about the act.

The answer is a qualified “yes.” If you purchased your plan on or before March 23, 2010, it will be grandfathered—that is, it will be allowed under the ACA and you’ll be able to keep it (see the section called “Grandfathered Insurance Plans” in this part for more information on grandfathered plans).

However, as of 2015 if your plan isn’t grandfathered and doesn’t meet the ACA’s requirements, you’ll have to get a new plan. However, the government can’t just take your plan away from you. Your provider must notify you and provide you with other options.

The key to all this is finding the plan that works best for you (and your family, if applicable). Although you may not like the options you’re offered, keep in mind that healthcare is changing fast and new plans are becoming available every month.

If your plan doesn’t qualify under the ACA as acceptable coverage, it’s possible that’s because:


	It doesn’t offer free preventive services and wellness visits

	It denies treatment or coverage for preexisting conditions

	It doesn’t offer the ten essential health benefits required by the ACA with no annual or lifetime dollar limits

	It permits cancellation for providing bad information if that information is the result of a clear mistake on the part of the enrollee, and it doesn’t offer a right of appeal

	It allows discrimination based on gender or health

	It doesn’t offer a ban on all lifetime dollar limits



The basic point here is that if you can’t keep your old plan, there’s a very good reason for it: The plan isn’t providing the kind of insurance you need. For that reason, you need to switch to a new plan. However, don’t feel you’re getting locked into something. If you choose a plan and find it’s not for you, you can change plans at the next open enrollment period.

You may also qualify to change plans outside of the open enrollment period if you have a major life event such as marriage or the birth of a child.


PAYING FOR HEALTH INSURANCE

Do I qualify for subsidies? What should I do if I do not?

You may feel that purchasing health insurance is prohibitively expensive based on your income. The federal government does provide some subsidies to help lower-income individuals afford coverage. Whether you qualify for a subsidy will depend on many factors. The main three are:


	Your household income

	The number of your dependents

	In what part of the country you are located



Take the following steps to see if you qualify for subsidies:


	Estimate your income. When you fill out the application, you’ll be using your modified adjusted gross income (modified AGI). Your adjusted gross income (AGI) is the total amount of money you made last year minus certain items (e.g., any expenses from a business you own, health savings account deductions, certain moving expenses, etc.). You can find your AGI on line 20 of your income tax Form 1040 (line 4 on Form 1040EZ). Your modified AGI may include some items that were excluded from your AGI. For more information on how to calculate your modified AGI, the IRS website provides this article: www.irs.com/articles/what-modified-adjusted-gross-income. Or, check with a financial advisor about how to make this calculation.

	List your household dependents and their income (if they have any).

	Now that you’ve got an income number, go to www.healthcare.gov and shop around for a plan you like. Depending on which plan you select and what information you put in, the site will tell you whether or not you qualify for subsidies.



Unfortunately, some states are not participating in the Medicaid expansion program (which is intended to provide more healthcare services to a broader range of lower-income individuals), so subsidies in these states may be a little scarcer. To find out if your state is expanding Medicaid coverage, go to www.healthcare.gov/what-if-my-state-is-not-expanding-medicaid/.

If your state is not expanding Medicaid, and you have a limited income but don’t qualify for Medicaid under your state’s current rules, you may be able to get low-cost healthcare at a Community Health Center near you. Here’s the link to click to find out more about this: www.healthcare.gov/where-can-i-get-free-or-low-cost-care/. Here is a helpful subsidy calculator to see if you qualify: www.kff.org/interactive/subsidy-calculator/.
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