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(e) CATASTROPHIC PLAN.—
(1) IN GENERAL.—A health plan not providing a bronze, sil-

ver, gold, or platinum level of coverage shall be treated as 
meeting the requirements of subsection (d) with respect to any 
plan year if—

(A) the only individuals who are eligible to enroll in 
the plan are individuals described in paragraph (2); and 

(B) the plan provides—
(i) except as provided in clause (ii), the essential 

health benefits determined under subsection (b), ex-
cept that the plan provides no benefits for any plan 
year until the individual has incurred cost-sharing ex-
penses in an amount equal to the annual limitation in 
effect under subsection (c)(1) for the plan year (except 
as provided for in section 2713); and 

(ii) coverage for at least three primary care visits. 
(2) INDIVIDUALS ELIGIBLE FOR ENROLLMENT.—An indi-

vidual is described in this paragraph for any plan year if the 
individual—

(A) has not attained the age of 30 before the beginning 
of the plan year; or 

(B) has a certification in effect for any plan year under 
this title that the individual is exempt from the require-
ment under section 5000A of the Internal Revenue Code of 
1986 by reason of—

(i) section 5000A(e)(1) of such Code (relating to in-
dividuals without affordable coverage); or 

(ii) section 5000A(e)(5) of such Code (relating to 
individuals with hardships). 

(3) RESTRICTION TO INDIVIDUAL MARKET.—If a health in-
surance issuer offers a health plan described in this subsection, 
the issuer may only offer the plan in the individual market. 
(f) CHILD-ONLY PLANS.—If a qualified health plan is offered 

through the Exchange in any level of coverage specified under sub-
section (d), the issuer shall also offer that plan through the Ex-
change in that level as a plan in which the only enrollees are indi-
viduals who, as of the beginning of a plan year, have not attained 
the age of 21, and such plan shall be treated as a qualified health 
plan. 

(g) PAYMENTS TO FEDERALLY-QUALIFIED HEALTH CENTERS.—
øAs added by section 10104(b)(2)¿ If any item or service covered by 
a qualified health plan is provided by a Federally-qualified health 
center (as defined in section 1905(l)(2)(B) of the Social Security Act 
(42 U.S.C. 1396d(l)(2)(B)) to an enrollee of the plan, the offeror of 
the plan shall pay to the center for the item or service an amount 
that is not less than the amount of payment that would have been 
paid to the center under section 1902(bb) of such Act (42 U.S.C. 
1396a(bb)) for such item or service. 
SEC. 1303 ø42 U.S.C. 18023¿. SPECIAL RULES. 

øReplaced by section 10104(c)¿
(a) STATE OPT-OUT OF ABORTION COVERAGE.—

(1) IN GENERAL.—A State may elect to prohibit abortion 
coverage in qualified health plans offered through an Exchange 
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in such State if such State enacts a law to provide for such pro-
hibition. 

(2) TERMINATION OF OPT OUT.—A State may repeal a law 
described in paragraph (1) and provide for the offering of such 
services through the Exchange. 
(b) SPECIAL RULES RELATING TO COVERAGE OF ABORTION SERV-

ICES.—
(1) VOLUNTARY CHOICE OF COVERAGE OF ABORTION SERV-

ICES.—
(A) IN GENERAL.—Notwithstanding any other provision 

of this title (or any amendment made by this title)—
(i) nothing in this title (or any amendment made 

by this title), shall be construed to require a qualified 
health plan to provide coverage of services described 
in subparagraph (B)(i) or (B)(ii) as part of its essential 
health benefits for any plan year; and 

(ii) subject to subsection (a), the issuer of a quali-
fied health plan shall determine whether or not the 
plan provides coverage of services described in sub-
paragraph (B)(i) or (B)(ii) as part of such benefits for 
the plan year. 
(B) ABORTION SERVICES.—

(i) ABORTIONS FOR WHICH PUBLIC FUNDING IS PRO-
HIBITED.—The services described in this clause are 
abortions for which the expenditure of Federal funds 
appropriated for the Department of Health and 
Human Services is not permitted, based on the law as 
in effect as of the date that is 6 months before the be-
ginning of the plan year involved. 

(ii) ABORTIONS FOR WHICH PUBLIC FUNDING IS AL-
LOWED.—The services described in this clause are 
abortions for which the expenditure of Federal funds 
appropriated for the Department of Health and 
Human Services is permitted, based on the law as in 
effect as of the date that is 6 months before the begin-
ning of the plan year involved. 

(2) PROHIBITION ON THE USE OF FEDERAL FUNDS.—
(A) IN GENERAL.—If a qualified health plan provides 

coverage of services described in paragraph (1)(B)(i), the 
issuer of the plan shall not use any amount attributable 
to any of the following for purposes of paying for such 
services: 

(i) The credit under section 36B of the Internal 
Revenue Code of 1986 (and the amount (if any) of the 
advance payment of the credit under section 1412 of 
the Patient Protection and Affordable Care Act). 

(ii) Any cost-sharing reduction under section 1402 
of the Patient Protection and Affordable Care Act (and 
the amount (if any) of the advance payment of the re-
duction under section 1412 of the Patient Protection 
and Affordable Care Act). 
(B) ESTABLISHMENT OF ALLOCATION ACCOUNTS.—In the 

case of a plan to which subparagraph (A) applies, the 
issuer of the plan shall—
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(i) collect from each enrollee in the plan (without 
regard to the enrollee’s age, sex, or family status) a 
separate payment for each of the following: 

(I) an amount equal to the portion of the pre-
mium to be paid directly by the enrollee for cov-
erage under the plan of services other than serv-
ices described in paragraph (1)(B)(i) (after reduc-
tion for credits and cost-sharing reductions de-
scribed in subparagraph (A)); and 

(II) an amount equal to the actuarial value of 
the coverage of services described in paragraph 
(1)(B)(i), and 
(ii) shall deposit all such separate payments into 

separate allocation accounts as provided in subpara-
graph (C). 

In the case of an enrollee whose premium for coverage 
under the plan is paid through employee payroll deposit, 
the separate payments required under this subparagraph 
shall each be paid by a separate deposit. 

(C) SEGREGATION OF FUNDS.—
(i) IN GENERAL.—The issuer of a plan to which 

subparagraph (A) applies shall establish allocation ac-
counts described in clause (ii) for enrollees receiving 
amounts described in subparagraph (A). 

(ii) ALLOCATION ACCOUNTS.—The issuer of a plan 
to which subparagraph (A) applies shall deposit—

(I) all payments described in subparagraph 
(B)(i)(I) into a separate account that consists sole-
ly of such payments and that is used exclusively 
to pay for services other than services described in 
paragraph (1)(B)(i); and 

(II) all payments described in subparagraph 
(B)(i)(II) into a separate account that consists sole-
ly of such payments and that is used exclusively 
to pay for services described in paragraph 
(1)(B)(i). 

(D) ACTUARIAL VALUE.—
(i) IN GENERAL.—The issuer of a qualified health 

plan shall estimate the basic per enrollee, per month 
cost, determined on an average actuarial basis, for in-
cluding coverage under the qualified health plan of the 
services described in paragraph (1)(B)(i). 

(ii) CONSIDERATIONS.—In making such estimate, 
the issuer—

(I) may take into account the impact on over-
all costs of the inclusion of such coverage, but may 
not take into account any cost reduction estimated 
to result from such services, including prenatal 
care, delivery, or postnatal care; 

(II) shall estimate such costs as if such cov-
erage were included for the entire population cov-
ered; and 

(III) may not estimate such a cost at less than 
$1 per enrollee, per month. 
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(E) ENSURING COMPLIANCE WITH SEGREGATION RE-
QUIREMENTS.—

(i) IN GENERAL.—Subject to clause (ii), State 
health insurance commissioners shall ensure that 
health plans comply with the segregation require-
ments in this subsection through the segregation of 
plan funds in accordance with applicable provisions of 
generally accepted accounting requirements, circulars 
on funds management of the Office of Management 
and Budget, and guidance on accounting of the Gov-
ernment Accountability Office. 

(ii) CLARIFICATION.—Nothing in clause (i) shall 
prohibit the right of an individual or health plan to 
appeal such action in courts of competent jurisdiction. 

(3) RULES RELATING TO NOTICE.—
(A) NOTICE.—A qualified health plan that provides for 

coverage of the services described in paragraph (1)(B)(i) 
shall provide a notice to enrollees, only as part of the sum-
mary of benefits and coverage explanation, at the time of 
enrollment, of such coverage. 

(B) RULES RELATING TO PAYMENTS.—The notice de-
scribed in subparagraph (A), any advertising used by the 
issuer with respect to the plan, any information provided 
by the Exchange, and any other information specified by 
the Secretary shall provide information only with respect 
to the total amount of the combined payments for services 
described in paragraph (1)(B)(i) and other services covered 
by the plan. 
(4) NO DISCRIMINATION ON BASIS OF PROVISION OF ABOR-

TION.—No qualified health plan offered through an Exchange 
may discriminate against any individual health care provider 
or health care facility because of its unwillingness to provide, 
pay for, provide coverage of, or refer for abortions 
(c) APPLICATION OF STATE AND FEDERAL LAWS REGARDING 

ABORTION.—
(1) NO PREEMPTION OF STATE LAWS REGARDING ABOR-

TION.—Nothing in this Act shall be construed to preempt or 
otherwise have any effect on State laws regarding the prohibi-
tion of (or requirement of) coverage, funding, or procedural re-
quirements on abortions, including parental notification or con-
sent for the performance of an abortion on a minor. 

(2) NO EFFECT ON FEDERAL LAWS REGARDING ABORTION.—
(A) IN GENERAL.—Nothing in this Act shall be con-

strued to have any effect on Federal laws regarding—
(i) conscience protection; 
(ii) willingness or refusal to provide abortion; and 
(iii) discrimination on the basis of the willingness 

or refusal to provide, pay for, cover, or refer for abor-
tion or to provide or participate in training to provide 
abortion. 

(3) NO EFFECT ON FEDERAL CIVIL RIGHTS LAW.—Nothing in 
this subsection shall alter the rights and obligations of employ-
ees and employers under title VII of the Civil Rights Act of 
1964. 
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(d) APPLICATION OF EMERGENCY SERVICES LAWS.—Nothing in 
this Act shall be construed to relieve any health care provider from 
providing emergency services as required by State or Federal law, 
including section 1867 of the Social Security Act (popularly known 
as ‘‘EMTALA’’). 
SEC. 1304 ø42 U.S.C. 18024¿. RELATED DEFINITIONS. 

(a) DEFINITIONS RELATING TO MARKETS.—In this title: 
(1) GROUP MARKET.—The term ‘‘group market’’ means the 

health insurance market under which individuals obtain 
health insurance coverage (directly or through any arrange-
ment) on behalf of themselves (and their dependents) through 
a group health plan maintained by an employer. 

(2) INDIVIDUAL MARKET.—The term ‘‘individual market’’ 
means the market for health insurance coverage offered to in-
dividuals other than in connection with a group health plan. 

(3) LARGE AND SMALL GROUP MARKETS.—The terms ‘‘large 
group market’’ and ‘‘small group market’’ mean the health in-
surance market under which individuals obtain health insur-
ance coverage (directly or through any arrangement) on behalf 
of themselves (and their dependents) through a group health 
plan maintained by a large employer (as defined in subsection 
(b)(1)) or by a small employer (as defined in subsection (b)(2)), 
respectively. 
(b) EMPLOYERS.—In this title: 

(1) LARGE EMPLOYER.—The term ‘‘large employer’’ means, 
in connection with a group health plan with respect to a cal-
endar year and a plan year, an employer who employed an av-
erage of at least 101 employees on business days during the 
preceding calendar year and who employs at least 1 employee 
on the first day of the plan year. 

(2) SMALL EMPLOYER.—The term ‘‘small employer’’ means, 
in connection with a group health plan with respect to a cal-
endar year and a plan year, an employer who employed an av-
erage of at least 1 but not more than 100 employees on busi-
ness days during the preceding calendar year and who employs 
at least 1 employee on the first day of the plan year. 

(3) STATE OPTION TO TREAT 50 EMPLOYEES AS SMALL.—In 
the case of plan years beginning before January 1, 2016, a 
State may elect to apply this subsection by substituting ‘‘51 
employees’’ for ‘‘101 employees’’ in paragraph (1) and by sub-
stituting ‘‘50 employees’’ for ‘‘100 employees’’ in paragraph (2). 

(4) RULES FOR DETERMINING EMPLOYER SIZE.—For pur-
poses of this subsection—

(A) APPLICATION OF AGGREGATION RULE FOR EMPLOY-
ERS.—All persons treated as a single employer under sub-
section (b), (c), (m), or (o) of section 414 of the Internal 
Revenue Code of 1986 shall be treated as 1 employer. 

(B) EMPLOYERS NOT IN EXISTENCE IN PRECEDING 
YEAR.—In the case of an employer which was not in exist-
ence throughout the preceding calendar year, the deter-
mination of whether such employer is a small or large em-
ployer shall be based on the average number of employees 
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