
Welcome to Healthcare Reform At a Glance. This publication will serve as a reference 
for the changing climate of  the healthcare industry due to the Affordable Care Act 
(ACA). Our goal is to provide a valuable resource to help you navigate the ACA and 
understand how it will affect the future of  healthcare.

In this brochure, you will find information about the following topics:

> Essential Health Benefits

> Advanced Premium Tax Credits

> SelectHealth Advanced Premium Tax Credit Calculator

> Individual Mandate

> Health Insurance Marketplaces

> Small Employers and the Affordable Care Act

> Shared Responsibility

> 2014 Benefit Impact on Large Employers

Get clear answers on healthcare reform by visiting 
selecthealth.org/reform or calling 855-442-0220.
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One of the key mandates of the ACA is Essential 
Health Benefits (EHB). The law states that all non-
grandfathered plans in the Individual and Small 
Employer markets both inside and outside of exchanges 
must cover EHB beginning January 1, 2014, for new 
business and at renewal for existing business.

Large Employer and Self-funded plans are not required 
to cover EHB. However, the EHB they do cover may 
not have any annual or lifetime dollar limits. All 
SelectHealth Small Employer and Individual plans are 
considered non-grandfathered. There are ten categories 
of EHB:

1. Ambulatory patient services

2. Emergency services

3. Hospitalization

4. Maternity and newborn care

5. Mental health and substance abuse

6. Prescription drugs

7. Rehabilitative and habilitative services 
and devices

8. Lab services

9. Preventive and wellness services and chronic 
disease management

10. Pediatric services, including oral and vision care

The law directs each state to establish a benchmark 
plan that will determine covered services to a greater 

level of detail within these categories. Utah selected 
the PEHP Basic plan as its benchmark. Idaho has 
defaulted to the Blue Cross of Idaho group plan as the 
EHB benchmark for medical care and the MetLife 
FEDVIP as the benchmark for pediatric dental and 
vision care.

While not required, Large Employer and Self-funded 
plans can use the state-selected benchmark plan or any 
other benchmark plan approved by CMS. Although 
the benchmark plans set a standard for benefits in each 
category, the specific benefits may vary between carriers 
and even plans. This is because insurers can substitute 
benefits within a category with other benefits that are 
substantially equal in actuarial value. Substitution 
between categories is not permitted.

Essential Health Benefits



HERE’S AN EXAMPLE:
> Terry is 31 years old and has an annual salary of 200 percent of poverty or $22,980. 

> The second lowest cost Silver plan in the exchange in Terry’s area costs $3,600 annually. 

> Terry will only pay 6.3 percent of income, or $1,448 annually, to enroll in that plan. 

> Terry will receive an annual premium tax credit of $2,152 ($3,600 premium minus the $1,448 limit on 

what Terry must pay).

Advanced Premium 
Tax Credits
The Affordable Care Act requires that most Americans, with few exceptions, must have health insurance by 
January 1, 2014, or pay a tax penalty. Tax credits are available to those with lower incomes.

WHO IS ELIGIBLE FOR A  
TAX CREDIT? 
To qualify for a premium tax credit, you must:

• Be a citizen or legal resident of the U.S.

• Have a family income between 100 and 400 percent 

of the federal poverty level

• Not have access to a qualified employer-sponsored 

health plan that provides minimum value (actuarial 

value of at least 60 percent) and that is affordable 

(does not cost you more than 9.5 percent of  

your income)

• Not be eligible for public coverage, including 

Medicaid, the Children’s Health Insurance Program, 

Medicare, or military coverage

• Use your tax credit to purchase insurance through an 

online, federally certified public health exchange

INCOME LEVEL PREMIUM AS A  
PERCENTAGE OF INCOME

MONTHLY MAXIMUM OF PREMIUM 

SINGLE FAMILY OF FOUR

  Up to 133% FPL*    2% of income $25 $51

  133%-150% FPL    3 to 4% of income $56 $115

  150-200% FPL    4 to 6.3% of income $117 $242

  200-250% FPL    6.3 to 8.05% of income  $187 $387

  250-300% FPL    8.05 to 9.5% of income   $265 $547

  300-400% FPL    9.5% of income   $310 $730

*Federal Poverty Level

HOW MUCH TAX CREDIT COULD 
YOU RECEIVE?
Plans offered in health insurance marketplaces will be 
categorized by metal level: Bronze, Silver, Gold, and  
Platinum. Tax credit is based on the premium of  
the second-lowest-cost Silver plan in the state. The 
amount of  the tax credit varies according to the 
income of  the individual or family. Those who qualify 
will only be required to pay a certain percentage of  
their income for premiums, as outlined below. 



SelectHealth Advanced 
Premium Tax Credit 
Calculator
The Affordable Care Act requires that most 
Americans, with few exceptions, must have health 
insurance by January 1, 2014, or pay a tax penalty. To 
aid in this process, the law mandates that all health 
plans must guarantee policies to any individual or 
employer applicant regardless of  health status. This 
includes those with pre-existing medical conditions. 
Individuals who are not covered by an insurance policy 
will be charged an annual penalty of  $95 in the first 
year or up to 1 percent of  annual income, whichever 
is greater. This penalty will rise to a minimum of  $695 
($2,085 for families) or 2.5 percent of  income by 2016. 

To make coverage more affordable, Advanced 
Premium Tax Credits will be available to help those 
with lower and moderate incomes. These are generally 
available to the following people:

• Individuals who are not offered insurance through 

 their work

• Those who are not eligible for a public plan like 

Medicare, Medicaid, or CHIP

• Those with an annual income between 100 and 400 

percent of the Federal Poverty Level

To apply for a tax credit, individuals must purchase 
their health insurance through the Health Insurance 

Marketplace. If  an individual qualifies for a tax 
credit, the federal government will pay a portion 
of  the monthly premium directly to the chosen 
insurance company.

The tax credit is based on family size, income, and  
age. SelectHealth has created a simple calculator  
to help determine the amount of assistance that  
may be available to those who qualify. Visit 
selecthealth.org/calculator and enter in the family 
size, annual household income, and age of the oldest 
household member to see an estimate of the tax credit. 



Individual Mandate
INDIVIDUAL MANDATE
Beginning January 1, 2014, the Affordable Care Act 
requires all Americans to have minimum essential 
health coverage, qualify for an exception, or pay a tax 
penalty. The penalties are phased in according to the 
following schedule:

• 2014 – $95 per uninsured adult and $47.50 per 

uninsured child (capped at $285 per household) or 1 

percent of the household income, whichever is greater.

• 2015 – $325 per uninsured adult and $162.50 per 

uninsured child (capped at $975 per household) or 2 

percent of the household income, whichever is greater.

• 2016 and beyond – $695 per uninsured adult and 

$347.50 per uninsured child (capped at $2,085 per 

household) or 2.5 percent of the household income, 

whichever is greater.

Most individuals in the United States have health 
coverage today that will count as minimum essential 
coverage. They will not need to do anything more 
than continue current coverage. For those who do not 
have coverage, who discontinue current coverage, or 
who want to explore other affordable options, Health 
Insurance Marketplaces (formerly called exchanges) 
will be available in every state in 2014. These will help 
qualified individuals find minimum essential coverage 
that fits their budget and look for potential financial 
assistance to help with the costs of  coverage.

EXCEPTIONS
Exceptions to the mandate may apply to the following:

• Those with religious objections

• Incarcerated individuals

• American Indians

• Those for whom the lowest-cost health coverage is 

more than 8 percent of household income

• Undocumented immigrants

• Those with incomes below the filing threshold

The new federal tax credits will be available to 
qualified individuals who purchase health coverage 
through the Marketplace. For more information, visit 
selecthealth.org/reform.

Premium rates are likely to change for many people. New mandated coverage (including expanded mental health and maternity 
benefits) will put upward pressure on rates. The influx into the Individual market of those who were previously uninsurable 
or covered by the government high-risk pools will also affect rates. On the other hand, those who qualify for new federal tax 
credits and those who previously had high costs may see a reduction in their premiums.



Health Insurance Marketplaces
The Affordable Care Act (ACA) requires that each state provide a health insurance Marketplace that allows 
consumers to complete one online application and see all of  the available Qualified Health Plans (QHP) in their 
area. QHPs provide coverage for Essential Health Benefits (EHB) and follow established limits on cost-sharing 
(e.g., deductibles, copays, and out-of-pocket maximums). 

The Marketplace simplifies purchasing coverage by providing consumers with an easy-to-use tool with 
information about the prices and benefits of  the available plans. Individuals and families will be able to compare 
and find a plan that fits their needs and budget.

lower AV. For example, if  a plan has a 70 percent AV, 
that means under the overall cost share for healthcare-
related expenses (taking into account deductible, 
copay, and coinsurance) will be 70 percent for the 
plan, while the member will be responsible for the 
remaining 30 percent. 

All of  the plans in the Marketplace will be separated 
into four plan categories—Bronze, Silver, Gold, 
or Platinum—based on their AV. The chosen plan 
category will likely affect the amount an individual will 
spend on EHB during the year. The table below lists 
the plan categories and their associated AVs.

COST-SHARING REDUCTION
A member may be eligible for an additional Cost-Sharing 
Reduction if  their income is lower than 250 percent of  
the Federal Poverty Level and they choose a Silver plan. 
This discount lowers the amount paid out-of-pocket 
for deductibles, coinsurance, and copays. Members of  a 
federally recognized tribe may also qualify for additional 
cost-sharing benefits.

CATASTROPHIC PLANS
People younger than age 30 and some people with 
limited incomes may buy what is called a “catastrophic” 
health plan. It protects you from very high medical 
costs. These plans only cover EHB and have high 
deductibles with lower AVs than Bronze plans.

METAL TIER ACTUARIAL VALUE

BRONZE 60%

SILVER 70%

GOLD 80%

PLATINUM 90%

SMALL BUSINESS HEALTH OPTIONS 
PROGRAM (SHOP)
SHOP is a new program for Small Employers that 
simplifies purchasing health insurance. They have 
the ability to contribute a fixed amount toward their 
employees monthly premium, and each employee can 
compare and select a plan that fits their family’s needs. 

In Utah, SHOP will continue to be administered by 
the state through its Marketplace, Avenue H.

THE HEALTH INSURANCE 
MARKETPLACE
Individuals and families will have the option to 
purchase Individual insurance using the Health 
Insurance Marketplace. Only those who purchase their 
plan through the Marketplace will qualify for premium 
tax credits. 

Visit selecthealth.org/calculator for more information. 

USING THE MARKETPLACE
Coverage in the Marketplace is not defined by a 
specific deductible, copay, or coinsurance amount. 
Instead, it is defined by a metal tier determined by the 
plan’s Actuarial Value (AV). The AV is represented by 
a percentage of  the amount a plan pays versus what 
a member pays. If  a plan has a higher AV value, the 
member will have less cost sharing than a plan with a 



Many small business owners have questions about the employer responsibility provision of  the ACA. 
Businesses with 50 or fewer full-time equivalent employees are not required to offer insurance, but for those 
Small Employers that choose to offer health coverage, there are a few changes that will be implemented.

ESSENTIAL HEALTH BENEFITS (EHB)
Beginning in 2014, for new and renewing business, all 
non-grandfathered plans—both inside and outside the 
Marketplace—must cover EHB. 

BENCHMARKS
The Department of  Health and Human Services 
(HHS) has explained that each state should choose 
from a range of  existing and popular (as measured by 
enrollment) health insurance plans to serve as an EHB 
benchmark plan. The benchmark plan will define the 
standard set of  benefits that must be covered by plans 
in that state. For more information about Essential 
Health Benefits and benchmark plans in Utah and 
Idaho, visit selecthealth.org/reform.

COST-SHARING LIMITS
Cost-sharing is limited for issuers offering coverage 
in the Individual or Small Employer market inside 
or outside of  the Marketplace. Cost-sharing 
includes deductibles, coinsurance, copays, or similar 
charges. It excludes premiums, balance billing 
for nonparticipating providers, and spending for 
noncovered services.

• In 2014, the deductible cannot exceed $2,000 for a 

plan covering a single individual or $4,000 for plans 

with two or more people.

• For 2014, the cost-sharing limit is $6,350 for a single 

individual or $12,700 for a family.

PRE-EXISTING CONDITIONS
Insurers are prohibited from imposing pre-existing 
condition exclusions for Individual and Small 
Employer plans (except grandfathered plans).

DEFINED OPEN ENROLLMENT  
(OE) PERIODS
Issuers must maintain year-round OE for employers 
to purchase coverage in the Small Employer market.

Small Employers and the 
Affordable Care Act



tax credit chart
AVERAGE WAGE

Number
of FTEE

$25,000
and less $30,000 $35,000 $40,000 $45,000 $50,000

10 or fewer 35% 28% 21% 14% 7% 0%

11 33% 26% 19% 12% 5% 0%

12 30% 23% 16% 9% 2% 0%

13 28% 21% 14% 7% 0% 0%

14 26% 19% 12% 5% 0% 0%

15 23% 16% 9% 2% 0% 0%

16 21% 14% 7% 0% 0% 0%

17 19% 12% 5% 0% 0% 0%

18 16% 9% 2% 0% 0% 0%

19 14% 7% 0% 0% 0% 0%

20 12% 5% 0% 0% 0% 0%

21 9% 2% 0% 0% 0% 0%

22 7% 0% 0% 0% 0% 0%

23 5% 0% 0% 0% 0% 0%

24 2% 0% 0% 0% 0% 0%

25 0% 0% 0% 0% 0% 0%

Reference: Congressional Research Service

SMALL EMPLOYER TAX CREDITS 

The ACA created Small Employer tax credits to 
encourage Small Employers to offer health coverage 
for the first time or to maintain the coverage they 
already provide. 

For tax years 2010 through 2013, the maximum credit 
is 35 percent for Small Employers and 25 percent for 
small tax-exempt employers such as charities. The 
credit adjusts based on the number of  Full-Time 
Equivalent Employees (FTEE) and how much those 
employees are paid. The smaller the business (based 
on number of  FTEE) and the less the employees are 
paid, the greater the credit. 

For an employer to be eligible for the tax credit, they 
must meet three qualifying factors:

• Employ fewer than 25 FTEE

• Pay average annual wages less than $50,000  

per FTEE

• Pay a uniform percentage of at least 50 percent of the 

employee’s health premium cost (single, not  family)

Beginning January 1, 2014, the maximum tax credit 
rate will increase to 50 percent and 35 percent 
respectively. The 50 percent maximum credit is 
good for two years and is only available on policies 
purchased in the Marketplace. SelectHealth has 
created a simple online tax credit calculator to help 
Small Employers estimate the credit they may receive.  

For more information on tax credit eligibility and to 
use the calculator, visit selecthealth.org/taxcredit.



PENALTIES
Penalties are triggered by one or more full-time 
employees receiving a premium tax credit or  
cost-sharing reduction in the Marketplace.

The first penalty comes from a failure by a Large 
Employer to offer Minimum Essential Coverage 
to substantially all (95 percent) of  its Full-time 
Employees and their dependents. If  the employer 
does not offer this coverage, it must pay an annual 
fine of  $2,000 multiplied by the number of  Full-time 
Employees, minus 30.

The second penalty applies when the employer 
offers Minimum Essential Coverage to its Full-time 
Employees, but the coverage is not Affordable or does 
not provide Minimum Value. If  an employer does not 
meet the Affordable or Minimum Value standards, it 
will be subject to an annual fine of  $3,000 multiplied 
by the number of  employees who receive subsidized 
health coverage in the Marketplace. 

*This provision has been delayed until 2015.

FIRST PENALTY EXAMPLE: An employer 

with 100 Full-time Employees that only offers 

coverage to 85 employees will pay a penalty of  

$140,000 ($2,000 x 70 Full-time Employees) if 

one or more of its employees receives subsidized 

health coverage in the Marketplace.

SECOND PENALTY EXAMPLE: An 

employer with 100 Full-time Employees offers 

Minimum Essential Coverage to 95 percent or 

more of its employees and dependents. However, 

the coverage is not Affordable for 20 of those 

employees and ten of them receive subsidized 

coverage in the Marketplace. The employer  

must pay an annual penalty of $30,000  

($3,000 x 10 employees).    

Shared Responsibility*

Large Employers are subject to the Shared Responsibility (Play or Pay) provision of  the Affordable 
Care Act (ACA), which imposes two types of  penalties for not providing sufficient health coverage 
to employees. 



> Minimum Essential Coverage: A very broad term that includes most employer-
sponsored medical plans. 

> Large Employer: A company that employs an average of 50 or more Full-time 
Equivalent Employees on business days during the preceding calendar year.

> Full-time Employee: An employee that works an average of 30 hours per week. 

> Full-time Equivalent Employee (FTEE): To calculate the number of FTEE for a month, 
divide the total number of service hours for part-time employees that month (not to 
exceed 120 hours for any one employee) by 120. 

> Dependents: Children younger than age 26, including adopted, foster, and stepchildren. 
Does not include spouses. 

> Minimum Value: Insurance pays for at least 60 percent of expected covered healthcare 
expenses.

> Affordable: Employee cost for self-only coverage in lowest-cost Minimum Value plan is 
no more than 9.5 percent of household income. An employer may use the employee’s 
W-2 earnings or rate of pay for this calculation. 

> Marketplace: Formerly referred to as Exchanges.

Shared Responsibility  
Key Terms



ESSENTIAL HEALTH BENEFITS
One of  the key mandates of  the ACA is Essential 
Health Benefits (EHB). All non-grandfathered plans 
in the Individual and Small Employer market must 
cover EHB. Large Employer and self-funded plans 
are not required to cover EHB; however, they may 
not include any annual or lifetime dollar limits on the 
EHB they do cover. 

SINGLE OUT-OF-POCKET 
MAXIMUM MANDATE
ACA regulations state that the out-of-pocket 
maximums for cost sharing also apply to non-
grandfathered, self-funded, and Large Employer 
plans. Cost sharing for this purpose includes 
deductibles, coinsurance, and copays for participating 
providers. It does not include premiums, noncovered 
services, balance billing amounts, or cost sharing for 
nonparticipating providers. Benefits covered under a 
group’s health plan that are not considered EHB, for 
example chiropractic, will not be subject to the single 
out-of-pocket maximum limits.

In 2014, this member cost-sharing limit will be based 
on the amounts allowed for qualified High Deductible 
Health Plans (HDHPs) coordinated with Health 
Savings Accounts (HSAs). These amounts will be 
$6,350 for employee-only coverage and $12,700 for 
any tier other than employee-only coverage.

One-year Exception for Nonintegrated Plans: 
For the first plan year beginning on or after January 
1, 2014, there is a one-year exception to the overall 
out-of-pocket maximum for plans that utilize more 

than one service provider to administer benefits. 
The maximum limits will be satisfied if  the major 
medical coverage and other separately administered 
benefits (e.g., external PBM) each limit the out-
of-pocket maximum dollar amounts to the levels 
listed above. The single out-of-pocket mandate may 
require some employers to modify their plan design 
and administration, which could result in higher 
costs. Some plans may also need to reduce their out-
of-pocket maximums to meet the 2014 maximum 
allowed amounts. This requirement does not apply 
to grandfathered plans or “retiree-only” plans. Any 
benefits covered under a health plan that are not EHB 
will not be subject to the single out-of-pocket limits.

PROVIDER NONDISCRIMINATION
The ACA states that non-grandfathered group 
health plans and insurance companies in the group 
and Individual markets may not discriminate with 
respect to plan participation or coverage against any 
healthcare provider who is acting within the scope 
of  his or her license/certification under applicable 
state law. Employers and health plans are expected 
to implement the provider nondiscrimination 
requirement using a good faith, reasonable 
interpretation of  the law. It does not require health 
plans to contract with all types of  providers. It 
is not a federal “any willing provider” law, nor 
does it govern provider reimbursement rates. The 
nondiscrimination requirement only applies to the 
extent an item or service is a covered benefit under 
the plan and is consistent with the plan’s definition 
of  medical necessity. 

2014 Benefit Impact on 
Large Employers
The following benefit changes under the Affordable Care Act (ACA) are effective for plan 
years beginning on or after January 1, 2014. 



COVERAGE FOR INDIVIDUALS 
PARTICIPATING IN APPROVED  
CLINICAL TRIALS

All non-grandfathered group health plans and 
insurance companies in the group and  
Individual markets:

•  May not deny a “qualified individual” 

participation in an “approved clinical trial” with 

respect to the treatment of cancer or another 

life-threatening disease or condition; 

•  May not deny, limit, or impose additional 

conditions on the coverage of “routine patient 

costs” for items and services furnished in 

connection with participation in the trial; or

•  May not discriminate against the individual on 

the basis of the individual’s participation in 

such trial.

A “qualified individual” is a member who is eligible 
to participate in an approved clinical trial according 
to the trial protocol with respect to the treatment of  
cancer or another life-threatening disease or condition; 
and either (i) the referring health care professional is 
a participating health care provider and has concluded 
that the member’s participation in such trial would 
be appropriate, or (ii) the member provides medical 

and scientific information establishing that his or her 
participation in such trial would be appropriate. 

An “approved clinical trial” means a phase I, II, III, 
or IV clinical trial that is conducted in relation to the 
prevention, detection, or treatment of  cancer or other 
life-threatening disease or condition, and is either (i) 
a federally funded or approved study or investigation, 
(ii) a study or investigation conducted under an 
investigational new drug application reviewed by the 
Food and Drug Administration, or (iii) a study or 
investigation that is a drug trial exempt from having 
such an investigational new drug application.

“Routine patient costs” include all items and services 
consistent with the coverage provided in the plan that 
are typically covered for a qualified individual who is 
not enrolled in a clinical trial. However, routine patient 
costs do not include:

• The investigational item, device, or service; 

•  Items and services that are provided solely 

to satisfy data collection and analysis needs 

and that are not used in the direct clinical 

management of the patient; and

•  A service that is clearly inconsistent with widely 

accepted and established standards of care for 

a particular diagnosis.
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attempted to provide the most accurate information possible, but SelectHealth makes no guarantee  
regarding its accuracy or completeness.


