The Consolidated Appropriations Act, 2021 (the "CAA"), signed into law December 27, 2020,
contains a number of provisions impacting providers, health plans, and issuers including, but not
limited to, those addressing:
the COVID-19 emergency;
Surprise Billing; and,
Health Care Transparency
Relatedly, on November 12, 2020, the IRS, HHS, and DOL issued guidance related to Health Care
Transparency (the "November 2020 Rules") which requires, among other things, certain issuers or
group plans to publish three machine-readable public rate files containing the information below:
1.
2.
3.

In-Network Rate Files
Out-of-Network Rate Files
Rx File

In this document, we've summarized certain provisions of the Affordable Care Act (ACA) and certain
provisions of Title I (the No Surprises Act), and Title II (Transparency) of Division BB of the CAA.
For more information regarding the implementation of certain provisions of the Affordable Care Act
and the CAA, view FAQ 49 by visiting:
https://www.dol.gov/sites/dolgov/files/EBSA/about-ebsa/our-activities/resource-center/faqs/acapart-49.pdf

The Transparency in Coverage Final Rules (the "TiC Final Rules") require non-grandfathered group
health plans and health plan providers offering coverage to non-grandfathered groups and individual
markets to disclose three separate machine-readable files:
In-network provider rates for covered items and services;
Out-of-network allowed amounts and billed charges for covered items and services; and,
Negotiated rates and historical net prices for covered prescription drugs.
The DOL issued an update in FAQ 49 which has postponed: 1) the Rx file requirement until further
rulemaking has been issued; and, 2) the in-network and out-of-network rate files until July 1st, 2022.

The TiC Final Rules also require insurers and plans to make price comparison information available to
members, beneficiaries, and enrollees through an internet-based self-service tool (and in paper form,
upon requested).
The price comparison tool should allow an individual enrolled in the plan to:
Compare the amount of cost-sharing they would be responsible for paying across both in-network
and out-of-network providers;
Allow members to search based on billing code or description;
Show timely information on the Member's accumulated deductible or other out-of-pocket
expenses; and,
Display any factors that may impact the cost of a good or service such as the location or drug
dosage.
Beginning with plan years on or after January 1, 2023: The cost estimator tool must disclose
information on 500 items, services, and prescription drugs identified by the Departments in Table 1 in
the preamble to the TiC Final Rules.
Beginning with plan years on or after January 1, 2024: The tool must list all covered items and services,
including prescription drugs.

Code Section 9816(e), ERISA Section 716(e), and PHS Act Section 2799A–1(e), as added by Section 107
of Division BB of the CAA, require plans and issuers to include the following information on any
physical or electronic plan or insurance identification (ID) card issued to participants, beneficiaries, or
enrollees:
Applicable deductibles;
Out-of-pocket maximums; and,
Telephone number and website address for participants to seek assistance.
These requirements will apply with respect to plan years beginning on or after January 1, 2022.

According to FAQ 49: "Code Section 9816(f), ERISA Section 716(f), and PHS Act Section 2799A-1(f), as
added by Section 111 of Division BB of the CAA, require plans and issuers, upon receiving a “good faith
estimate” regarding an item or service as described in PHS Act Section 2799B-6, to send a participant,
beneficiary, or enrollee (through mail or electronic means, as requested by the participant, beneficiary,
or enrollee) an Advanced Explanation of Benefits notification in clear and understandable language."
The notification must include the following information:
The network status of the provider/facility;
The contracted rate for the item or service, or information on how the individual can obtain
information on providers and facilities that are participating;
The good faith estimate received from the provider;
The good faith estimate of what the plan is responsible for paying and the amount of cost-sharing
that the member would be responsible for paying in accordance with the good faith estimate
received from the provider; and,
Disclaimers indicating whether coverage is subject to any medical management techniques.
These requirements will apply with respect to plan years beginning on or after January 1, 2022.

The Departments intend to issue regulations that will address the pharmacy benefit and drug cost
reporting requirements. Due to the complexity of this initiative, the Departments recognize that plans
and issuers may need time to prepare for the requirements.
Therefore, the DOL issued an update in FAQ 49 which has postponed the Rx file requirement until
further rulemaking has been decided upon.

If you have questions about how Healthgram can assist you with complying with these new rules,
please contact your Account Manager for more information.

This update was released by Healthgram in September 2021 and is intended to provide
general information, and may not reflect amended regulations, FAQs etc...

