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Project Summary  
 
Overview.   Second quarter Arkansas Health Benefits Exchange planning activities included: 

 Continued interagency planning and education efforts; 
 Expanding network of stakeholders engaged in developing Arkansas’s Health Benefits 

Exchange; 
 Seeking  legislative authority for Arkansas’s Health Benefits Exchange; 
 Developing and advertising a consolidated Health Benefits Exchange Background 

Research Request for Proposal (RFP); and 
 Finalizing plans with University of Arkansas for Medical Sciences (UAMS) Partners for 

Inclusive Communities for Stakeholder research. 
 
Bruce Donaldson, CHC, an experienced health insurance professional with 25 years of industry 
experience, was hired as project planning specialist.  Also during the reporting period, the 
Arkansas Health Benefits Exchange project moved into newly renovated office space at 
Arkansas Insurance Department. 
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The federal financial report (SF 425) is included as Attachment 1.   
 
Core Areas 
 
Background Research 
We elected to release one consolidated RFP for broad Exchange Planning Background Research 
through the Arkansas Office of State Procurement.  The scope of work was defined and a scoring 
template established.  The RFP was advertised through the Arkansas Office of State Procurement 
and also placed on the Arkansas Insurance Department Exchange Planning website.   An RFP 
review team has been established that includes reviewers internal and external to the Arkansas 
Insurance Department. The full RFP and addendums may be viewed at 
www.insurance.arkansas.gov/hied/divpage.htm.  
 
Background Research proposals are due April 15, 2011 and the vendor selection process will be 
complete before the end of April.  Following the required Arkansas legislative review process, 
we expect to have the selected vendor approved and a subaward contract in place by the end of 
May, with work to begin no later than June 1, 2011.  The contractor will have 90 days to perform 
the background research.  A report and recommendations will be due by September 1, 2011. 
 
Stakeholder Involvement/Consultation  
The Arkansas Health Benefits Exchange planning project seeks genuine, on-going stakeholder 
involvement. During the past quarter, strategies for stakeholder involvement have included: 
 
1) Finalizing plans for key informant interviews, community meetings, stakeholder summit 

involvement, and reporting/recommendations to be conducted by University of Arkansas for 
Medical Sciences (UAMS) Partners for Inclusive Communities (Partners) and UAMS 
College of Public Health (COPH).  Exchange Planning staff and Arkansas Insurance 
Commissioner Jay Bradford have met with skilled and experienced Stakeholder Involvement 
leaders David Deere, MSW, MTh, Director of UAMS Partners, and John Wayne, PhD, 
Director of Policy and Management at UAMS COPH.  The formal Intergovernmental 
Agreement for Stakeholder Involvement work between Arkansas Insurance Department and 
UAMS Partners has been drafted and agreed to by each party; final execution of the 
agreement is in process (See attachment 2).  A revised timeframe directs key informant 
interviews to be completed in May, Community Meetings completed in June, and a 
preliminary Stakeholder Input report due by July 1, 2011. The  Scope of Work for 
Stakeholder Involvement also includes participation in a Stakeholder Summit (likely October, 
2011) and creation of a recommendations report by November, 2011.  Public Hearings to 
discuss stakeholder recommendations will follow, likely in November/December 2011.   
 

2)  Establishing Stakeholder Workgroups.  Participants for five Exchange Planning Stakeholder 
Workgroups have been identified and recruited.  We are very pleased with the expressed 
interest and commitment of more than 80 diverse stakeholders. Each workgroup is comprised 
of 12 -20 committed individuals. The workgroups are:  State Agencies; Consumers; 
Providers; Outreach and Education; and Community Leaders.  We expect these workgroups 
to address similar questions/issues, but from diverse perspectives.  Workgroup members 
include insurance carrier presidents, local insurance producers, elected  officials including 
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state legislators (and an immediate past U.S. Congressman), agency directors, large and 
small business owners and human resource managers,  uninsured adults, students and 
persons recovering from substance addiction, Governor’s office staff, health care providers 
including hospitals, philanthropic organizations, labor organizations, and advocates for 
children, families, elderly, poor, and minority groups including those with English as a 
second language.  Arkansas Health Benefits Exchange Planning staff will support the work 
of these workgroups.  Each workgroup will launch in early April.  Commissioner Bradford 
will present the “charge and opportunity” to each group. 

 
A sixth Exchange Planning workgroup on specific Health Benefits Exchange Information 
Technology will be launched in the next quarter with shared leadership by the State’s 
Exchange Planning, Health Information Technology, and State Information Systems 
directors. Each of these key leaders has committed to this planning which will include a gap 
analysis, and interagency design and implementation efforts driven by shared, non-
duplicative, integrated, and efficient strategies to effect the best possible Arkansas Health 
Benefits Exchange—one that successfully integrates with broader health systems 
improvement technology planning.   This IT workgroup will include industry experts. 

 
3) The selected vendor for Background Research, Stakeholder Inclusion Research contractor, 

and the six Exchange Planning Workgroups will each have on-going communication with the 
others throughout the Exchange Planning process.  We expect findings from each group to 
inform the others—as our plan is to ensure broad, diverse, and genuine stakeholder inclusion 
in planning Arkansas’s Exchange. This inter-group communication expectation has been 
made explicit to each planning group via contract language or orientation materials.  
Additionally, materials produced by each group will be posted on the AID Health Benefits 
Exchange Web-Site.  

 
4)  On-going dialogue with previously and newly identified stakeholders.  We continue to 

respond to multiple requests for information, meetings, and presentations and have met with 
diverse state and private stakeholders over the past quarter. Responses have included updates 
to state legislators on the Exchange Planning processes and timeline. Other stakeholders 
have included the self-chartered Industry Health Care Reform Education and Advisory 
Committee, Arkansas Advocates for Children and Families, AARP-Arkansas,  Arkansas 
Center for Health Improvement, Arkansas Christian Scientists, Arkansas Employee Benefits 
Division, Arkansas Health Information Exchange Advisory Council, Arkansas Health-
Related State Agency Directors, Arkansas Hospital Association, Arkansas Nurses 
Association, Community Mental Health Centers of Arkansas, Delta Dental, United Food and 
Commercial Workers Union, and numerous (often repeat) private vendors interested in later 
Exchange work in Arkansas (Aon/Hewett, Choice Administrators, BenefitFocus, Connecture, 
Maximus, Fox-Cognosante, Get Insured, HealthSource, Oracle, and Xerox/ACS).  

 
Program Integration 
Progress continues with interagency planning for a single, integrated eligibility/enrollment portal 
that will provide a “no wrong door” entry to the Arkansas Benefits Exchange where consumers 
can shop for quality, affordable health coverage, choose a product that best meets their needs, 
and enroll with any subsidies for which they are eligible applied to their premium.  Interest in 



STATE PLANNING AND ESTABLISHMENT GRANTS FOR THE AFFORDABLE CARE ACT’S EXCHANGES  
REPORTING TEMPLATES  

OMB #0938-1101 

 4

also achieving integrated eligibility determinations and enrollment into related public services 
such as SNAP, TANF, Low Income Child Care Vouchers, etc. continues.   
During the past quarter, interagency work through weekly meetings led by the State Department 
of Information Systems established a timeline and Request for Qualifications for a vendor to 
establish a  Single Sign-On Authentication Solution that will meet needs of multiple stakeholders 
including the Health Benefits Exchange, State Health Information Exchange, Medicaid, 
providers, issuers, and others. Key agency representatives have agreed to a single sign-on 
strategy and a draft procurement document is expected to be finalized in April and signed by 
directors of Medicaid, Health Information Technology, Department of Information Services and 
Health Benefits Exchange Planning. System development and maintenance costs are to be 
charged to user agencies in a method to be determined and based on usage.  It is expected that 
Arkansas’s Health Information Exchange (SHARE) will serve as secure, virtual warehouse for 
data including a master person index, master record, and possibly an insurance all-claims data 
base. 
 
Exchange Planning staff met with the Executive Director and Chief Operating Officer of the 
Arkansas Employee Benefits Division (EBD), the state entity that serves as administrator for 
State Employee and Teacher Health Benefit Plans.  This Division (a part of the Arkansas 
Department of Finance and Administration) is expected to have knowledge, skills, technology 
and lessons learned that will be helpful to the developing Exchange. 
 
During the past quarter, Arkansas Governor Mike Beebe submitted a waiver request to DHHS 
Secretary Sebelius for Arkansas to develop a bold, innovative Medicaid-Medicare-Private 
Insurance health payment reform plan based on bundled payments for episodes of evidence-
based care using a health care home model. An initial DHHS answer is expected by May 1, 
2011, following which we will determine how such a plan if adopted would affect the developing 
Arkansas Health Benefits Exchange. 
    
Resources & Capabilities    
Bruce Donaldson was hired as Exchange Planning Project Specialist in mid-February. He has 
more than 20 years health insurance experience through successful employment relationships 
with carriers, brokers, and producers.  Mr. Donaldson combines critical insurance industry 
expertise with strong customer service skills that will effectively complement the project 
director’s experience with strategic planning, change, and collaborative program development in 
health care.  Together, they make a strong leadership team for planning the Arkansas Health 
Benefits Exchange.  
 
Due to the workload and coordination needs generated through multiple research and stakeholder 
involvement activities, the project is planning to hire a part-time employee for administrative 
support services.  Because there is no state approved position for administrative support for the 
Exchange Planning effort, a temporary employment service will be used to staff this need until 
such time as federal and state approval is obtained for the addition of an administrative support 
position.  
  
The Arkansas Center for Health Improvement (ACHI) Director (Arkansas’s Surgeon General Joe 
Thompson) recently designated David Boling, J.D, as liaison to Arkansas Health Benefits 
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Exchange planning and dedicated a significant portion of this time to work on this effort.  He has 
begun preliminary research into the likely effect of the Affordable Care Act (and Health Benefits 
Exchanges in particular) on business owners’ choosing to continue, drop, or add insurance 
coverage as an employee benefit. He is also studying the benefits of tobacco use cessation 
services as a required essential benefit for Arkansas Health Plans. The ACHI also requested 
technical assistance funding from the Robert Wood Johnson Foundation to augment Health 
Exchange Planning efforts in Arkansas; however, this request was not funded. 
 
Arkansas Department of Information Systems Director Claire Bailey and Arkansas Health 
Information Technology Director Ray Scott have engaged with the AID’s Exchange Planning 
efforts with a commitment to efficiency, coordination, and non-duplication as we develop shared 
strategies for health information system planning, implementation, and sustainability.  We have 
met several times to better understand the State’s technology infrastructure and needs.  We have 
agreed that representatives of all three agencies will meet with potential vendors in an effort to 
coordinate and demonstrate that coordination to potential vendors. 
 
Background research, consultation with other states, and interagency collaboration is expected to 
help determine the needs, costs, and financing options for a quality, sustainable Exchange for 
Arkansans.  Even though Governor Mike Beebe directed that no state general revenue is to be 
used for Health Benefits Exchange planning, implementation or continuing operations, several 
Arkansas legislators expressed concern about federal funds being spent for Exchange planning 
and requested and received an accounting of Health Benefits Exchange Planning activities and 
finances (See also Regulatory and Policy Actions below). Further, a letter was received from Joel 
Ario indicating that Federal funds awarded to the State would not need to be repaid in the event 
that ACA is overturned. 
 
Internally, within the Arkansas Insurance Department, leadership of the three CCIIO-funded 
projects (Health Benefits Exchange, Premium Rate Review, and Consumer Assistance Program) 
have begun to meet monthly for strategic sharing and planning.  The Premium Rate Review and 
Exchange Planning Programs have moved into newly renovated connecting space which allows 
for greater on-going communication and sharing of information between these programs. We 
note that the need for understandable consumer information, consumer outreach education, and 
consumer empowerment is shared and advocated by all three programs.   
 
Governance  
Arkansas HB 2138 (Attachment 3) proposed establishment of the Arkansas Health Benefits 
Exchange as a “non-profit legal entity…the purpose of which will be to increase the access to 
quality and affordable health care coverage, reduce the number of uninsured persons in 
Arkansas, and increase availability and consumer choice of health care coverage through the 
exchange to qualified individuals and small employers”. The bill outlined composition of the 
Arkansas Benefits Exchange board that would be appointed by the Arkansas Insurance 
Commissioner.  The Insurance Commissioner was also provided authority to promulgate rules to 
implement Arkansas’s Exchange in compliance with DHHS regulations. Following 
approximately ten amendments to address concerns of Republican legislators and the insurance 
industry in Arkansas, HB 2138 failed to pass during Arkansas’s 88th General Assembly (see 
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Regulatory and Policy Actions below) and was referred to Interim Study by the Joint Insurance 
and Commerce Committee.   
 
Finance 
Background research and stakeholder recommendations will assist Arkansas in designing and 
implementing effective and transparent financial management strategies to establish and sustain 
the Arkansas Health Benefits Exchange.  These financial plans will address prevention and 
reporting of fraud, waste, and abuse.  They will require annual public reports that are easily 
accessible and understandable.  No specific Exchange financial management plans were 
developed during this reporting period  
    
Technical Infrastructure 
Key Arkansas agencies (Department of Human Services, Insurance Department, Health 
Department, Information Services, and Health Information Technology) continue to 
collaboratively work on shared infrastructure needs and timelines for Arkansas’s multiple health 
systems technology improvement needs.  Arkansas’s Medicaid Management Information System 
(MMIS) has a current RFP for improvements, and our Health Information Technology (SHARE) 
system will be releasing an implementation RFP in the near future.  Arkansas Department of 
Information Systems is assisting each entity to help ensure efficient, collaborative, non-
duplicative, integrated, and secure systems for information and rules sharing among these key 
agencies.  
 
Arkansas’s Exchange Planning Background Research RFP requires a gap analysis of technical 
infrastructure needs for Exchange information technology (IT) in anticipation of a later 
Exchange IT implementation RFP.  Language in the Exchange Planning RFP was reviewed by 
the above named agency partners for improvement suggestions and to ensure coordination in 
planning.   
 
Planners and managers from the Arkansas Department of Information Systems (DIS), Health 
Information Technology (HIT), and Arkansas Insurance Department/Health Benefits Exchange 
have agreed to meet together with potential vendors of technical solutions in order to assess these 
solutions from our differing perspectives and to reinforce our commitment to collaboration and 
efficiency. This is working well, as evidenced by vendors now asking to meet jointly with 
representatives of the key agencies.   
 
We met with Connect Arkansas CEO Sam Walls to learn about broadband access and  internet 
connectivity across Arkansas.  Only 24% of Arkansans subscribed to an internet service within 
the past year. Further, we suspect a very low percentage of low income Arkansans have user 
knowledge (or convenient internet access) for direct web-based health benefits enrollment.  We 
also suspect that the percentage of Arkansans using social media tools is much lower than across 
the nation, but higher among those in the under 33 year old age group.  We will study internet 
mapping and social media connectivity to help inform methods of consumer outreach, education, 
and enrollment services likely to reach most Arkansans and assist them in enrolling in a plan of 
their choice that best meets their individual needs. 
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We are committed to ensure that program decisions lead technical infrastructure decisions rather 
than vice versa.  It is expected that Exchange Planning Workgroups will begin to recommend 
service processes that will drive information technology needs (e.g., integrated, continuous 
enrollment in benefits plans that work for families; continuity of provider networks; congruity 
among eligibility processes between Medicaid, CHIP, and private plans, transparency, etc.) 
Arkansas looks forward to following early innovator grantees in their work to design efficient, 
effective solutions to Exchange implementation that interface with other health system 
improvement technologies.   
  
Business Operations 
Decisions/activities regarding Exchange Business Operations will follow study of Background 
and Stakeholder Research findings and recommendations, as well as  recommendations by 
Exchange Planning Workgroups.  There has been no progress in this core area during the first 
two reporting periods.   
 
Regulatory or Policy Actions 
The 88th Arkansas General Assembly provided multiple challenges to early efforts to achieve 
legal authority for development of the Arkansas Health Benefits Exchange.  (Also see 
Governance above.)  A number of Republican legislators were elected on a platform that 
included repealing provisions of the Affordable Care Act in Arkansas, and this vocal minority 
was effective in slowing expected Exchange development progress during the 2011 legislative 
session.   
 
 Early in the Session, House Bill 709 (see Attachment 4) to require state agencies to report all 

expenditures related to the Affordable Care Act and to not implement any ACA provisions 
without legislative authority failed.  (See also Attachment 6 for media clips). 
 

 HB 1053  (see attachment 5) to repeal the mandatory health coverage enrollment provision of 
the Affordable Care Act  also failed to pass out of the House Public Health Committee (see 
attachment 6 for media clips).    
 

 SB113 (see attachment 7) to prohibit abortion coverage (except in cases where a mother’s 
life was in danger) by any health insurance plan obtained through the Arkansas Health 
Benefits Exchange also failed to pass (see also attachment 6 for media clips). 

 
 A first attempt to authorize and establish governance of the Arkansas Health Benefits 

Exchange, House Bill 2138 (see attachments 3 and 6) of 2011, failed to pass the 88th 
Arkansas General Assembly.  House Insurance and Commerce Committee Chairman Fred 
Allen (D) was bill sponsor.  Following more than ten amendments negotiated with insurance 
industry and Republican Party representatives to advance the legislation, the initial vote in 
the House Insurance and Commerce Committee was 10 “for” to 7 “against” (11 votes were 
needed for passage) along party lines.  The bill received a “Do Pass” vote (11-7) in the House 
Insurance and Commerce Committee on the following day.   Republican opposition centered 
around a desire to “stop or slow down” the exchange planning process in order to allow time 
to determine whether the Affordable Care Act would be “struck down” by the U.S. Supreme 
Court.  The central message of bill supporters was that an Arkansas Benefits Exchange run 
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by Arkansans for Arkansans would be preferable to a Health Insurance Exchange in 
Arkansas operated by the Federal Government.  The Insurance Department, Arkansas 
Hospital Association, AARP-Arkansas, Independent Insurance Agents Association of 
Arkansas, Arkansas Surgeon General, Arkansas Foundation for Medical Care, and Arkansas 
Advocates for Children and Families all testified for the exchange enabling legislation bill.   
Arkansas Blue Cross and Blue Shield also supported the bill. Opponents were Republicans 
voting as a block.  HB 2138 never came to a vote by the full House or Senate. The Bill was 
eventually referred to Interim Study in the Joint Insurance and Commerce Committee. 
 

 In the final days of the 2011 Arkansas General Assembly, HB 2116—the Arkansas Insurance 
Department’s Appropriation Bill—was blocked three times from receiving the required 75% 
vote before finally being approved on a fourth attempt.  The controversy rested squarely on 
authorization to spend the $1 million CCIIO Exchange Planning Grant  funds.  Opponents 
wanted exchange planning halted.  Removing State authority for spending the federal 
planning dollars would have accomplished such.   The threat to shut down the entire 
Arkansas Insurance Department (AID) over this issue was not effective.   Commissioner Jay 
Bradford, backed by Arkansas Governor Mike Beebe, refused to remove the planning grant 
spending appropriation from the Insurance Department appropriation bill. In the end, the 
Insurance Department prevailed and the AID budget appropriation containing the CCIIO 
planning funds passed (See Attachment 6- Media Clips). 

While we are concerned about the timing hurdles this legislative session imposed on our 
planning process, we remain committed to planning the best possible Health Benefits Exchange 
for Arkansans.  Our thoughtful, non-partisan planning activities are continuing.   Legislators 
from each party have been invited and agreed to serve on the AID’s Exchange Planning 
Workgroups.  In addition, legislators will be encouraged to attend community stakeholder 
meetings discussing development of the Arkansas Benefits Exchange in their respective areas.  
Key informant interviews will seek a better understanding of issues dividing stakeholders.  
Exchange Planning Staff and the Insurance Commissioner will actively engage with the public, 
including the Joint Interim Legislative Committee studying this issue, to provide needed data and 
information.  A broad-based public information campaign is needed. 
 
Barriers, Lessons Learned, and Recommendations to the Program 
Barriers to widespread support for the Arkansas Benefits Exchange include a lack of 
understanding by the people of Arkansas about benefits for them of the Affordable Care Act in 
general and the Health Benefits Exchange in particular.  We learned that rational discussion of 
facts is improbable at best in the heat of emotions and partisan politics.  We had not anticipated 
the level of legislative opposition that would be generated from a vocal minority of legislators 
opposed to health care reform.  Our planned community education and dialogue turned out to be 
too late to avert the challenges presented in the just-ended legislative session in Arkansas.  On a 
positive side, the early stakeholder involvement and dialogue work we had begun did result in 
active support for the Arkansas Benefits Exchange.  This support was a key factor in preventing 
the vocal minority from defeating Exchange planning.  
 
 Lessons learned:  Widespread constituent and legislator education about an issue is important 
prior to its coming for a vote among elected officials. A vocal minority was able to effectively 
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get the attention of legislators who were not hearing from constituents who supported health care 
reform.  It is important that we work closely with supporters and opponents of health care 
reform, and the Health Benefits Exchange in particular, learning each groups’ needs, concerns, 
and strategies, and design methods for providing them with factual information which may lead 
to decisions informed by fact instead of emotions or fear based on misinformation.  Perhaps an 
Exchange planning strategy that would have allowed for a year-long public education campaign 
would have made a difference in gaining citizen support.  However, our biennial legislative 
session structure for non-fiscal issues prevented such an approach as we worked to meet the 
Affordable Care Act timelines.  We will work diligently to effect public education prior to the 
next Arkansas General Assembly. This year’s legislative experience will likely influence our 
Level One Implementation Funding request to include a greater budget for public outreach and 
education. 
 
An unrelated barrier to relationship-building occurred when we experienced communication 
inconsistencies related to our Background Research RFP.  When asked the question, an Office of 
State Procurement (OSP) official informed AID Exchange Planning staff in good faith that a 
vendor selected for Exchange Planning Background Research would be eligible to also apply for 
Exchange implementation funding.  Based on this OSP answer, the Exchange Planning Project 
Director told several potential vendors they could apply for implementation funding if awarded 
the Exchange Planning Background Research contract.  The OSP decision was later reversed, but 
after the RFP was advertised.  This was not helpful for credibility or relationship-building with 
potential vendors or the State Procurement Office—both important relationships for our work.  
Some potential vendors changed their plan to submit a Background Research proposal in order to 
later apply for implementation funding.  We asked that all potential vendors be notified of the 
final ruling.   Lesson learned:  Get answers to all interagency questions in writing.  We’re not 
actually sure this would have made any difference, as the involved OSP staff member confirmed 
he had given the (later reversed) advice. We continue to work with this agency and the same 
staff and will make concerted effort to prevent such incidents in the future. 
 
Technical Assistance  
Specific technical assistance needs are expected to be identified as our Background Research, 
Stakeholder Involvement, workgroups studies advance.  One issue we have identified for 
technical assistance is, “How will we fund development of Navigator programs without use of 
Federal planning/implementation funds?”  We understand that PPACA does not allow Federal 
funds to be used in awarding required Navigator grants.  Our State will not allow use of State 
funds for Exchange development or operations.  We view Navigator assistance as particularly 
important in initial outreach and education efforts preparing our population for enrollment in the 
Arkansas Benefits Exchange.  This early period is where there will be no funding.  Following 
consumer enrollment, Navigator grants could be funded through premium or other fees, but how 
will we pay for pre-2014 education and outreach by Navigators?  Any technical assistance in 
planning and adequately funding the early Navigator program without Federal or State funds will 
be appreciated.  
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Work Plan  
 
Background Research 
 
Milestone 1:  Define needed Background Research and insert into planning RFP(s) by February 
10, 2011.  Background Research Scope of Work was defined by Exchange Planning staff, 
reviewed by colleagues, and submitted to the Arkansas Office of State Procurement (OSP) on 
February 14, 2011.  The draft document was reviewed by the AID Life and Health Division 
Director, staff attorney, AID Commissioner, and external partners working on integrated 
information technology planning for Arkansas health system improvements including the Health 
Benefits Exchange. 

Milestone 2:  Planning contract(s) will be in force no later than June 1, 2011.  We expect the 
Arkansas Benefits Exchange Background Research contract to be in force no later than June 1, 
2011.  The appropriation for this RFP vendor contract is in place.   However, based on 
Exchange Planning controversy occurring during the 88th Arkansas General Assembly, the 
Insurance Commissioner will work in advance  to provide information to reviewing legislators in 
order to expedite contract approval.  

Milestone 3:  To insure transparency and broad stakeholder involvement, contractor(s) monthly 
progress reports will be shared with diverse stakeholders and advisory groups via meetings, web 
site, email distribution lists, etc.  
 
Milestone 4:  Staff will continuously review literature and other information from multiple 
sources to prepare for active participation with contractors and stakeholders, and to evaluate 
background research findings and recommendations. Exchange planning director and specialist 
will attend CCIIO Grantee meeting in Denver and Utah Exchange Learning Session in Salt Lake 
City – both in May, 2011.   

 

Stakeholder Involvement  
 
Milestone 1:  Define scope of work/deliverables for stakeholder research and have interagency 
agreement between the AID and UAMS complete by February, 15, 2011.  Scope of 
Work/Deliverables document for Stakeholder Inclusion contract with UAMS was finalized during 
the 2nd reporting period and agreed to by UAMS (Partners and COPH) and AID representatives 
(see attachment 2).  Some due dates were delayed due to later than anticipated contract 
execution.  The intergovernmental agreement is expected to be executed in April. Initial 
interviews and community meetings will be conducted by June and a preliminary Stakeholder 
report completed by July. This Stakeholder Inclusion team will collaborate with Background 
Research vendor and AID Exchange Workgroups and participate in fall 2011 Stakeholder 
Summit.  Year One Stakeholder Recommendations are expected by November, 2011. 
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Milestone 2: The Arkansas Insurance Department (AID) will develop and staff active, inclusive 
workgroups to advise Arkansas Benefits Exchange planning by the end of February, 2011.  
These groups will include: 1) Consumers; 2) health insurance carriers and health care providers 
including practitioners, hospitals, and associations; 3) small business and community leaders 
including legislators and other policymakers; 4) outreach, education, and enrollment providers 
including navigators, producers, and brokers; and 5) State agencies.  Key issues to be discussed 
will include:  Governance;  transparency; stakeholder inclusion; encouraging competition and 
participation among carriers; data driven innovations to improve health and thereby lower 
insurance costs;  outreach and enrollment of consumers including small businesses; data security 
with eligibility and enrollment determinations and movement between coverage with life 
changes; and evaluation. Participants for five different Exchange Planning workgroups were 
identified and recruited in February and March, 2011.  Almost everyone approached about 
workgroup participation agreed to do so.  The group sizes have grown to a number greater than 
originally planned; however, we decided to err toward inclusion.  More than 80 workgroup 
members have committed to this important work. The launch of these workgroups was delayed 
until the end of the 2011 Legislative Session.  Workgroup orientation sessions will include 
member introductions, information on Affordable Care Act and Exchange Requirements, and 
agreement on a process for achieving work.  

Milestone 3: Insure transparency and inclusion in workgroup activities by timely dissemination 
of information via web site and other modalities and open, inclusive meetings.  We will explore 
use of interactive video to reach out to communities outside central Arkansas. Meeting 
summaries for each workgroup will be posted on the AID Exchange Planning Website following 
the meetings.  Visitors will be allowed to attend all meetings which shall be open.  AID Exchange 
Planning Staff will be available between meetings to answer questions and serve as a resource 
for information gathering/planning.  The State Department of Information Services has agreed to 
assist with interactive video methods that could allow persons in outying communities to 
participate without spending a day driving to Little Rock and back. 

Milestone 4:  Provide for inter-workgroup sharing of information via staff, multi-media, and 
stakeholder summit. This will include posting of workgroup summaries and other Exchange 
planning resources on the AID Exchange website. 

  
Program Integration 
 
Milestone 1:  Begin discussions with key agency leadership about “no wrong door” to integrated 
eligibility/enrollment portal.  There is key agency agreement on how the technical aspects and 
rules engines will be organized, developed and integrated. A follow-up meeting is being 
convened between the Arkansas Insurance Department, Arkansas Department of Information 
Services, Arkansas Department of Human Services, and Arkansas Health Information 
Technology (SHARE).  The AID presented a  Health Benefits Exchange progress update to the 
HIT Council. The State Agency Workgroup is expected to address program and technical 
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infrastructure integration issues to ensure the Arkansas Benefits Exchange provides appropriate 
services, choice, products, prices, and security. We expect to launch a sixth Workgroup on 
Health Benefits Exchange IT Needs/Gaps Analysis in the third grant quarter. 

Milestone 2:  Establish an interagency MOU between the AID, DHS, HIT, and DIS by March 1, 
2011 to outline responsibilities and timeframes for operationalizing the integrated Health 
Benefits Exchange portal by July 1, 2013, and for ongoing technical architecture assessment, 
design, and improvements to include cost accounting.  A full MOU outlining collaborating 
agencies responsibilities for the Health Benefits Exchange has not been drafted.  However, a 
timeline with deliverables was created by the Health Information Technology Director with input 
from each named agency.  The State’s Single Sign-On Authentication Project has held weekly 
meetings to define a technology-based, secure Health Information System that will improve the 
health care experience for patients, providers, and consumers.  (See Attachment 8 for Draft 
Agreement).   This workplan has been signed by participating agency representatives, including 
AID.  A planning document is expected to be signed by Medicaid, HIT, HIS, and AID-Exchange 
Planning Directors in April, 2011. The next step will be to determine costs. 

Milestone 3:  Planning grant contractor(s) will begin work with private insurance carriers and 
State inter-agency workgroups to determine technical infrastructure needs for integrated 
eligibility/verification/enrollment/subsidy determination/premium payment and re-enrollment 
options through the Arkansas Health Benefits Exchange.  Private carriers and State Agency 
leaders have been notified of the Exchange Planning process and that Background Research 
and/or Stakeholder Involvement researchers are likely to contact them for an interview.  The 
process has been shared verbally (including by one of the UAMS contractors) and in writing 
through Orientation or other processes.  As stated above, an Exchange Information Technology 
Workgroup will be launched by May to focus on Exchange IT gaps and needs. 

 
 
Milestone 4:  Begin interagency exploration of other public-private programmatic integration 
interest for services such as consumer outreach and education, call center, and integrated 
eligibility/enrollment/re-enrollment/change options with other public programs such as SNAP, 
TANF, etc.  Discussions about pros and cons of Health Benefits Exchange playing a role in 
eligibility/enrollment into other (non health coverage) low income social supports such as TANF 
or SNAP are expected to begin early in the life of Workgroups discussions. 

Milestone 5:  Beginning in the second grant quarter, explore lessons learned, overlap functions, 
or potential areas of synergy or integration between the Arkansas Insurance Department SHIIP 
Program, Consumer Assistance Program, and to-be-developed Exchange Call Center.  Leaders of 
the three CCIIO Health Care Reform Grants (Exchange Planning, Premium Rate Review, and 
Consumer Assistance Program) have begun meeting monthly on first Mondays to share 
activities/questions/needs/potential areas of coordination.  We expect to identify synergistic 
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activities.  We are considering broadening the internal Health Care Reform coordination group 
to include Senior Health Insurance Information Program (SHIIP) leadership, as we expect to 
learn implementation pitfalls to avoid from the State’s implementation of Medicare Advantage 
and Prescription Part D programs.  It is too early to address potential call center operations. 

Milestone 6:  If Secretary Sebelius approves a waiver to implement the proposed Arkansas 
Health Systems Payment Reform Pilot, we will explore with key partners whether and how such 
a pilot would interface with the developing AR Health Benefits Exchange.    
   
Resources & Capabilities  
   
Milestone 1: Issue Background Research planning RFP in February 2011 to include 
identification of needed resources and capabilities for cost effective Health Benefits Exchange 
operations that will provide excellent value and service for consumers, including understandable 
information.  The Background Research RFP was officially issued on March 14 versus the 
expected February 28th.  
 
Milestone 2:  Continually assess and update estimated annual costs for implementation and 
continuing operations of Arkansas Health Benefits Exchange.  Estimates will be based on 
ongoing research, lessons learned, and consultation with exchange experts and other state 
exchange implementation leaders. 
 
Milestone 3:  Advisory workgroups will identify potential non-federal, non-state general revenue 
options for funding ongoing Exchange operations for consideration along with options identified 
by consultant contractors. 
 
Milestone 4:  Contractors and advisory workgroups will begin to identify outcomes metrics for 
ongoing Exchange performance improvement. 
     
 
 
 
Governance  
 
Milestone 1:   AID and multiple stakeholders will support enabling legislation during the 2011 
session of the AR General Assembly that will provide broad Exchange governance and rule-
making authority to the Arkansas Insurance Department.  Legislation authorizing the Arkansas 
Health Benefits Exchange was not passed during the 2011 Arkansas General Assembly.  (See 
Regulatory and Policy Actions above).   Arkansas’s 2012 Legislative Session is a fiscal-only 
session.  The Governor determines the legislative package for a fiscal session and we do not 
anticipate Exchange Authority being on the agenda.  At this time, we do not believe the Governor 
is likely to call a special legislative session to address establishment of the Arkansas Benefits 
Exchange.  While we are confident of continued and robust Exchange planning activities, and 
our ability to eventually prevail in establishing state authority for the Arkansas Benefits 
Exchange, we are concerned about the timing.  Not being able to obtain CCIIO Phase Two 
Implementation Funds until after the Legislature meets in the Spring of 2013 delays critical 
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implementation activities until too late for achieving our self-imposed deadline of having a fully 
operational Exchange by July 1, 2013—which would leave us time for correcting any 
implementation errors prior to our January 1, 2014 coverage deadline.  We will be exploring 
how to achieve as much readiness as possible through Phase One Implementation Funding. 
 
Milestone 2: Multiple stakeholders will participate in workgroups that study governance options 
and provide the Insurance Commissioner, AID Exchange planning staff, and  others with pros 
and cons of various governance options for the Arkansas Health Benefits Exchange that meet the  
Governor’s directives for AID authority and no new state costs, and the Federal requirements for 
transparency and world class Exchange services offering “no wrong door” to consumers, subsidy 
determinations, and choice in selecting qualified health plans and enrolling/re-enrolling with 
appropriate subsidies.  
 
Milestone 3:  Finalize governance and administrative structure for Arkansas Health Benefits 
Exchange by fourth grant quarter with appointment of developmental and/or inaugural Exchange 
board and advisory group(s).  Due to failure of legislative authority defining governance of the 
Arkansas Health Benefits Exchange, work will continue with the Arkansas Insurance 
Commissioner and Governor to establish other viable options to support efficient Exchange 
planning and development. 

Milestone 4:  Work with CCIIO to develop a viable funding and approval plan for Arkansas to 
move forward with  Exchange implementation after January 1, 2013. 

Finance 
 
Milestone 1:  Identify financial components to be included in Planning RFPs to be issued in 
February 2011.  This was accomplished with financial components included in Scope of Work. 
 
Milestone 2:  Evaluate and update Background Research contractor cost estimates for viable 
Exchange development and ongoing operations, to include staffing, technical and operations 
costs including consumer education, and possible sources for sustainability revenue.  
Background Research contract expected to be awarded by June 1, 2011 with finance work 
achieved over the summer months. 
 
Milestone 3:  Contractor to develop financial management policies and procedures to include 
conflict of interest, fraud, waste and abuse prevention, and auditing standards.  Background 
Research contract expected to be awarded by June 1, 2011 with financial management policies 
and procedures recommendations completed by August 31, 2011. 
    
Technical Infrastructure 
 
Milestone 1 :  Identify RFP requirements to study complete technical architecture and 
infrastructure needs and cost sharing for functional Exchange, to include integration with MMIS, 
Federal portal, Access Arkansas, SHARE, private carriers, and other key systems.  Exchange 
Planning staff worked with other state agencies on IT needs during the past quarter. Staff from 
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key agencies reviewed “technical infrastructure” language for our background research RFP.  
Representatives from the State’s Office of Health Information Technology (HIT) and Department 
of Information Systems (DIS) have met together with potential vendors expecting to bid on 
MMIS, Exchange, or Health Information Exchange projects.  All know the need for accurate cost 
allocations to achieve accurate cost sharing. 
 
Milestone 2:  Ensure through formal agreements, contractor and agency meetings, and 
continuously open communication channels that key agencies and contractor(s) are updating one 
another in a timely manner on needs, gaps, and cost determinations/allocations for development 
and ongoing operations of an efficient, user-friendly Exchange connecting with Access Arkansas 
and SHARE.  This is ongoing.   We have made progress with a Single Sign-On Security Solution 
for multiple users needing health information access and sharing.  An Interagency Agreement is 
in the process of being signed (see Attachment 8).  
 
Milestone 3:  Determine technical architecture/infrastructure needs and estimated costs for 
technical connections between integrated Exchange eligibility/enrollment portal and cost centers, 
private plans, consumers, consumer guidance and selection navigators, enrollment, and premium 
collections for non-Medicaid enrollees.  This will include review of DHHS CCIIO-CMS 
technical bulletins.  We have continued work with HIT and DIS leaders and have worked on 
Single Sign On Security Requirements.  Dialogue has begun with private carriers about 
technical infrastructure needs and how the Exchange might provide administrative efficiencies 
for them. Carriers have expressed interest in an All Claims Data base and are welcoming 
discussions with the state’s HIT Director to design the virtual structure for a master patient 
(person) index and master patient file.  

Milestone 4:   Launch an Interagency Exchange IT Workgroup during the third quarter in 
collaboration with Office of HIE and DIS. 

 
 
Business Operations 
Milestone 1:  Define Exchange business operations components to be included in RFP to be 
issued February, 2011.  These will include  operational components needed regardless of 
administrative/governance plan selected, such as:  plan certifications, re-certifications and de-
certifications; standardized format for presenting plan options; financial integrity and oversight 
compliance functions; risk adjustment; outreach and education to include hotline, call center, 
navigator program(s); eligibility, enrollment, and appeal processes including integration with 
federal, state, and private sector systems and business rules, and premium/subsidy calculators; 
consumer choice; and others to be determined through contractor and stakeholder input.  
Exchange Background Research RFP included requirements for studying and making 
recommendations on Arkansas Benefits Exchange Business Operations 
 
Milestone 2:  Ensure ongoing communications between contractors, planning staff and 
stakeholders regarding business operations components through reporting and other information 
dissemination.   
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Milestone 3: .Determine cost estimates for functional Exchange to include break-even analyses 
for start-up and ongoing business operations and quality improvements. 
 
Milestone 4:   Identify viable options for ongoing Exchange funding. 
 
Regulatory or Policy Actions 
 
Milestone 1:  The AID will obtain broad rule-making authority for implementation of the 
Arkansas Health Benefits Exchange during the 88th Arkansas General Assembly.  The AID did 
not achieve this goal during the 88th Arkansas General Assembly which ended in mid-April, 
2011.  We are in the early days of planning next steps to achieve necessary regulatory authority 
to move forward in developing Arkansas’s Health Benefits Exchange. 

Milestone 2:  Arkansas Insurance Department and other stakeholders will educate legislators and 
other policymakers about the advantages and desire for a state run Arkansas Benefits Exchange 
unless early studies by contractors and stakeholders unexpectedly determine otherwise. 
 
Milestone 3:  Multiple stakeholders will support the Governor’s directive for the Health Benefits 
Exchange to ultimately be regulated by the Arkansas Insurance Department with the specific 
governance model to be determined, including consideration of an option for a quasi-
governmental body reporting to the AID. 
 
Milestone 4:  Exchange governance and operations will be in compliance with state and federal 
law and guided by informed stakeholders, including consumers and expert contractors. 
 
Collaborations/Partnerships 
Collaborative partnerships are emerging with multiple stakeholders, including (to date and 
alphabetical):  
 
 
 AARP Arkansas -  Herb Sanderson, Associate Director and Policy Leader  

   Mary Dillard, President 
Role: Help Arkansans age 50 and over improve their quality of life.  Herb Sanderson testified 
for HB2138 and the Arkansas Health Benefits Exchange.  He is serving on the Exchange 
Planning Consumer Workgroup. 
Potential Barrier: AARP-Arkansas and AARP- national lost members over the health care 
reform issue.  We believe education of our older citizens in collaboration with AARP-
Arkansas will help older Arkansans better understand the value of the Arkansas Health 
Benefits Exchange. 
 

 Arkansas Advocates for Children and Families – Elisabeth W. Burak, Director of 
Health Policy and Legislative Affairs 
Role:  Advocacy organization serving as a consumer advocate for access to quality, 
affordable health care.  Expected to support AID regulatory position for Health Benefits 
Exchange and serve as non-partisan advocate for children and families in need of health 



STATE PLANNING AND ESTABLISHMENT GRANTS FOR THE AFFORDABLE CARE ACT’S EXCHANGES  
REPORTING TEMPLATES  

OMB #0938-1101 

 17

benefits coverage—particularly for low income and CHIP eligible individuals.  Grassroots 
advocacy approach differs from “grass tops” approach and can bring otherwise unheard 
voices to Exchange planning. Elizabeth Barak testified for HB 2138 in House Insurance and 
Commerce Committee.  Arkansas Advocates sent email flyers to their statewide e-mail list of 
grass-roots advocates seeking support for the Exchange and kept stakeholders updated on 
legislative actions. 
Potential Barrier: Could end up at odds with Exchange over some issues such as minimal 
essential benefits or methods of consumer outreach. 
 

 Arkansas Center for Health Improvement – Joe Thompson, MD, Director 
Role:  Home of Arkansas’s Surgeon General who has defined “three legs of health care 
reform stool” to be:  Health Benefits Exchange, Health Information Technology, and 
Workforce Development. Convened a group to discuss Arkansas’ Health Benefits Exchange 
that included Governor’s staff, State Coverage Initiative Consultants and State Agency 
Executives for Health, Human Services, Insurance, Finance and Administration (Employee 
Benefits Division and Health Information Technology) Departments. Surgeon General Joe 
Thompson testified for HB 2138 in the House Insurance and Commerce Committee.  He has 
appointed David Boling, an attorney and former U.S Congressional staff member, to serve as 
liaison for Arkansas Health Benefits Exchange.  During the reporting period, ACHI 
unsuccessfully sought additional Technical Assistance funding for the developing Arkansas 
Health Benefits Exchanges from the Robert Wood Johnson Foundation.   
Potential Barrier: Multiple priorities and timeframes for health care reform and access issues. 
 

 Arkansas Department of Human Services  (DHS) - John Selig, Director 
o Division of Medical Services (Medicaid) – Gene Gessow, Director 
o Division of County Operations (Program E/E) – Joni Jones, Director 
o Division of Information Support (IS) – Dick Wyatt, Director 

     Role:  Key in establishing single enrollment/eligibility (E/E) portal and consumer enrollment 
     services.  Agreed on structure for Arkansas Health Benefits Exchange single eligibility/  

enrollment portal with Access Arkansas as platform; committed to ongoing development. 
DHS Medicaid and County Operations Staff are beginning meaningful discussions with 
Exchange Planning staff about key enrollment/re-enrollment and continuity of coverage/care 
issues ranging from churning challenges to how to achieve streamlined open enrollment 
periods, income verification, etc.   

     Potential barrier: A new MMIS system being built; should not pose a barrier as modular  
     approach to portal is planned and timeframes for Health Benefits Exchange start-up are clear. 
     The Department of Human Services has proposed a bold payment reform waiver to Secretary      
     Sebilius that would integrate Medicaid, Medicare, and Private insurance funding into a   
     bundled services, managed care approach that would fund episodes of evidence-based care   
     using a health home model. This plan has met initial opposition from organized medicine.  It    
     is likely to divert much staff time needed for planning the Health Benefits Exchange—and  
     certainly the time of the State Medicaid Director and his staff who are also key to successful  
     Arkansas Benefits Exchange Development.  A preliminary answer is expected by Secretary  
     Sebilius by May 1, 2011. We will need to begin evaluating how this health care  
     transformation model will affect the developing Health Benefits Exchange and our  
     developmental timeline as soon as Arkansas has an answer. 
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 Arkansas Division of Information Systems – Claire Bailey, Director 

Role:  Key in establishing technical and security architecture and infrastructure to support 
single Exchange portal and broader health care reform architecture/rules development and 
implementation, including quality metrics plans.   
Potential barrier:  Multiple State IT priorities.  DIS has provided strong leadership by Chief 
Security Officer Kym Patterson to define multi-agency needs and timelines for a single 
security sign-on solution that will serve the Arkansas Benefits Exchange.  An interagency 
agreement has been drafted and is expected to be signed in April, 2011.  DIS leadership staff, 
including Director Bailey, have attended multiple meetings with Health Exchange Planning 
and other State Agency Staff (e.g. Medicaid, HIT) where potential information technology 
vendors presented their products as potential solutions for the developing Arkansas Benefits 
Exchange-- in order to assist AID in evaluating products and in ensuring that various health 
improvement initiatives select solutions that work across State government in an efficient, 
non-duplicative, cost-effective, and collaborative manner. 
 

 Arkansas Employees Benefit Division (EBD) of DF&A – Jason Lee, Executive Director 
Role:  Administers the State Employees and Public Schools’ Health Benefits Plan, and has 
State knowledge and operations experience, including enrolling individuals and working with 
Arkansas private carriers, that could be transferable to Exchange development. We met with 
EBD Executive Director and Chief Operations Officer to learn more about their operation 
and where there may be areas of synergy with the developing Health Benefits Exchange.    
Potential barrier:  Limited experience with individual outreach and overall marketing, as 
EBD has captive (large group) market. They are self-insured.  
 

 Arkansas Foundation for Medical Care – Ray Hanley, CEO  
 Role:  A nonprofit program to improve health care in Arkansas, including through Medicare 
and Medicaid improvement programs.  AFMC has expertise in health care quality 
improvement and will be able to assist Arkansas in developing metrics for monitoring health  
services and outcome improvements.   Ray Hanley testified in support of HB2138 and 
Arkansas Health Benefits Exchange development.  He also recently provided advocacy for 
the Health Benefits Exchange on a conservative talk radio show in Little Rock.   
Potential barrier:   Health care provider groups concerns relative to ensuring adequate  
payments to accomplish evidence-based, quality of care improvements. 
 

 Arkansas Health Care Reform Education and Advisory Board  
Role:  A self-chartered group of key stakeholders that includes CEOs of Arkansas’s major 
health and dental insurance carriers (Blue Cross/Blue Shield of Arkansas, United, 
QualChoice, Delta Dental), association executives (medical, nursing, dental, pharmacy, 
hospital), State Chamber of Commerce and an employer and desires to advise Exchange 
development process. Expected to support the AID governance of Exchange.  This self-
chartered group stepped up their work in preparation for and during the Arkansas General 
Assembly. They met weekly to develop Guiding Principles for their work and subsequent 
legislative recommendations. They reviewed the AID Exchange enabling legislation drafts 
and provided feedback which resulted in some language changes regarding Exchanges and 
Premium Rate Review in HB 2138.   At the time of Legislative action, Group members 
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received legislative alerts encouraging action in support of the Arkansas Health Benefits 
Exchange and HB 2138.  Some individual members of this group provided additional support 
through their respective organizations.  There were some issues (including Exchange 
governance) that the group could not reach consensus on.  The group will continue to meet 
monthly and Exchange Planning staff will attend.  Some members of this advisory group are 
also serving on the AID Exchange Planning Workgroups. 
Potential barrier: Diverse views of members could result in lack of consensus.  Individuals 
from this group have agreed to also participate with others advising Exchange development.  
 

 Arkansas Health Information Technology  -  Ray Scott, Director 
Role:  Serves as State coordinator for Health IT efforts.  Key in establishing single 
enrollment/eligibility portal and development of master index for consumers to include 
demographic data.  Committed to effort.  The Office of Health Information Technology (HIT) 
was established during the 88th Arkansas General Assembly. Director Ray Scott has 
continued to meet with Exchange Planning leadership and potential vendors to coordinate 
potential Exchange design and interface opportunities within the broader Arkansas HIT 
(SHARE) framework. 
Potential barrier:  Magnitude and priorities of other HIT work relative to health care reform. 
 

 Arkansas Hospital Association – Bo Ryall, CEO 
Role:  Represents hospital providers in health care reform.  Expected to support Exchange 
development and governance plan.  CEO testified in support of Arkansas Benefits Exchange 
and HB2138 in the Insurance and Commerce Committee meeting.  
Potential barrier:  financial concerns with health care reform implementation. The AHA has 
expressed concern over the developing Medicaid-Medicare-Private insurance waiver plan.  
We will work to retain this valued partner in promoting the best possible Health Benefits 
Exchange for Arkansans. We also need to be prepared to discuss Accountable Care 
Organizations with the AHA. 
 
 

 Arkansas Insurance Commissioner’s Task Force – Jay Bradford, Chair 
Role:  Broad stakeholder group including Governor’s office staff and legislators, state agency 
staff, insurance carriers and producers, legal community, professional associations, 
government relations staff, reporters and others.  Discuss key issues with Commissioner, 
most recently health care reform legislative plans. Expected to support Commissioner and 
AID authority for broad rule-making. 
Potential Barrier:  Potential change of Commissioner is concern of Task Force members as 
the position is a political appointment. 
 

 Arkansas Nurses Association -  Darlene Byrd, APN, Health Policy Chair  
      Linda McIntosh, APN, President Elect   

      Role:  The voice of Arkansas nursing:  Promoting access to affordable, quality,     
      healthcare.  Members are serving on Exchange Planning Workgroups.  IOM report promotes    
      Advanced Practice Nurses practicing up to full scope of practice.    

Potential Barrier: Relatively new to health care financing decision-making table—will need 
to establish relationships with other groups.  
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 Community Health Centers of Arkansas – Sip Mouden, CEO 

Role:  Statewide Federally Qualified Health Center Association desires to assist with 
consumer outreach during Exchange Development. Has agreed to serve on Exchange 
Planning Outreach/Education Workgroup. 
Potential barrier – multiple competing funding and health care delivery priorities. 
 

 Community Mental Health Centers of Arkansas – Pam Christy, CEO 
Role:  Statewide advocate for behavioral health parity and coverage for low income 
Arkansans through the Exchange.  At Association request, the Exchange Planning Director 
presented information on Health Benefits Exchange to their statewide membership during the 
second quarter.  Representatives will serve on the Exchange Planning Provider Workgroup.   
Potential Barrier:  How behavioral health services will be defined as part of minimal essential 
benefits.  
 

 University of Arkansas for Medical Sciences 
 College of Public Health – Dr. John Wayne, Health Policy and Management  
 Partners for Inclusive Communities – G. David Deere, Director 
Role:  Plan to work together and with Arkansas Center for Health Improvement and others to 
design and implement initial stakeholder data gathering processes to include industry and 
consumer groups.  Dr. Wayne has a background in health care policy, including experience 
with insurance.  Mr. Deere has background in serving disability communities and other 
underserved populations. Both have extensive experience with stakeholder research including 
focus groups and key-informant interviews.  Interagency agreement is being executed for 
work as planned. Students are also to be involved.  Mr. Deere met with the Health Care 
Reform Education and Advisory Committee to describe the upcoming data collection 
process.  A representative of this group plans to attend each Exchange Planning Workgroup 
session. 
Potential barrier:  Perception that their work represents “provider” side of UAMS. 
 

In addition to the collaborating partners listed above, we have met multiple times with others 
seeking to influence the Arkansas Health Benefits Exchange development.  We have listened to 
concerns and invited continued participation through our Exchange Planning Workgroups.  
Those that we have met with more than once are: 

 Delta Dental of Arkansas  – Ed Choate, CEO 

 Christian Science Committee on Publication for Arkansas  – Joe Pelphrey 

 United Food and Commercial Workers Union – Gene Mechanic and Steve Gelios 

We have also met with multiple potential vendors wanting to provide information technology, 
administrative services, and even Qualified Health Plans.  Those we have met with during the 
second reporting period include: 

 Aon Hewitt 

 Blue Cross Blue Shield 

 Connecture/Maximus 

 Benefit-Focus  
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 Fox-Cognosante 
 Get Insured 

 HealthSource 

 Oracle 

 Xerox/ACS/Choice Administrators 
 

Finally, we would like to recognize CCIIO staff, ranging from Exchange Planning Director Ario 
to  Arkansas Project Officer Wise and others for being responsive to State inquiries and needs.  
When quick responses were needed during Arkansas’s legislative session, we were able to obtain 
them immediately.  We very much appreciate staff availability and the timeliness of responses. 
Washington CCIIO staff members demonstrate a true caring for grantees and project outcomes. 
For them, as for us, this work is more than a “job”;  it’s a meaningful, “movement” toward 
essential change for the economic and personal health of our nation.  We also appreciate CCIIO 
support in connecting grantees for information sharing and peer support. 
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Intergovernmental Agreement  
between  

Arkansas Insurance Department and University of Arkansas for Medical Sciences 
 

SCOPE OF WORK WITH BUDGET JUSTIFICATION 
 
UAMS Partners for Inclusive Communities (Partners) has the expertise, experience, and 
relationships needed to assist Arkansas Insurance Department (AID) in planning for Arkansas’s 
Health Insurance Exchange by facilitating meaningful stakeholder involvement in the year-long 
planning process. Funds from the DHHS Center for Consumer Information and Insurance 
Oversight were awarded to AID for this purpose.  AID will enter into an intergovernmental  
agreement with UAMS Partners for stakeholder recruitment, engagement and interviews, data 
collection and reporting services. 
 
Partners will collaborate with the UAMS College of Public Health to implement a plan to recruit 
and dialogue with diverse stakeholders including consumers, providers, agencies, and 
policymakers to both inform stakeholders about the development of Arkansas’s Health Insurance 
Exchange and receive feedback from stakeholders about their ideas, concerns and potential 
barriers to implementing an acceptable, accessible, and cost efficient health insurance exchange. 
 
Deliverables for the seven month period from May 1, 2011 – November 30, 2011 (also see 
budget narrative for additional detail) are: 
1. Key informant interviews will be held with insurance carriers, health care providers, and key 

agency leaders to collect data on stakeholders’ knowledge, concerns, and identified issues 
that promote or inhibit development of the Arkansas Health Benefits Exchange.  These will 
be completed by May 2011. 

2. Community meetings will be held in 15 communities across the state, with a minimum of 
three meetings in each Congressional District.  In each community, the assessment team will 
hold separate meetings with consumers, business and community leaders, and health care 
providers/insurance carriers to both inform them on Health Benefits Exchange 
responsibilities and obtain feedback about participants’ views on development of Arkansas’s 
Health Benefits Exchange. Language interpreters will be provided as needed.  This will be 
completed by June 30, 2011. 

3. Report initial stakeholder input to AID staff and other Exchange Study Groups (e.g., 
Background Research Vendor and Exchange Planning workgroups) using digital and/or 
verbal methods as requested.   This will be completed by July 31, 2011. 

4. Participation in the Arkansas Health Benefits Exchange Summit (October, 2011).  This will 
include having printed 250 copies of draft report of stakeholder recommendations.  

5. Written report ( 250 copies) of stakeholder recommendations about operation of the AR 
Insurance Exchange based on stakeholder input by November 15, 2011.  This report will 
include a digital format and be written in a way that is understandable to multiple 
stakeholders. 
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6. Participate in public hearings in each Congressional District to solicit community feedback 

on the report and stakeholder recommendations.   
7. Report information to and receive information from the Exchange Background Research 

Vendor and AID Exchange Planning Workgroups to provide information flow to and from 
other stakeholder research activities through the life of the project. 

 
Summary Timeline of Deliverables 
DELIVERABLE DUE DATE 

1.  Key informant interviews. 5/31/11 
2. Community meetings in 15 communities 6/30/11 
3.  Initial stakeholder report to AID, background research vendor, and 

workgroups 
7/31/11 

4.  Participation in Stakeholder Summit, including draft stakeholder report 10/31/11 
5. Report of Stakeholder Recommendations (250 copies) 11/15/11 
6.  Participate in Public Hearings in each Congressional District As scheduled 

by AID 
7.  Ongoing communication with AID, background research vendor and  

 exchange planning workgroups. 
Ongoing 

 
Budget Justification 

Personnel Costs:  ($29.634)  

David Deere, M.S.W., M.Th., is the Principal Investigator and will provide general 
oversight to the project, taking responsibility for all activities and reporting.  He will devote 19% 
(18.86%) of his time to the project for the seven month period from  
May 1, 2011 – November 30, 2011.  Of his $96,328 projected annual salary, $10,596 is 
requested from the project.  His fringe benefit costs are $1,907. 
 John Wayne, Ph.D. is a co-investigator who will assist in designing and conducting the 
project.  He will devote 18.86% of his time to the project for the seven month period of May 1, 
2011 through November 30, 2011.  His projected annual salary is $122,624. The project requests 
$13,489 for his salary support. His fringe benefit costs are $3,642. 
 Supplies:  ($598)  The project will produce a draft report for each of the 250 participants 
in the Health Care Summit at a cost of $2.39 per person. 
 Travel:  ($12,416) Local travel to 20 community meetings for 3 vehicles with an average 
distance of 350 miles round trip is calculated at 21,000 miles at $0.42 a mile ($8,820).  
Overnight lodging and food is projected to cost $3596 (31 overnight stays at $116 per day).  
Travelers will be reimbursed for actual expenses. 
 Other:  ($19,749) The project will provide $25 incentives to 150 health care consumers 
who participate in community meetings for a cost of $3750.  It will also provide snacks to 500 
participants in community meetings at a cost of $5 per person and a meal to 250 participants in a 
Health Care Summit at a cost of $20 per person.  The total cost for food will be $7,500.  Note 
takers for the community meetings will receive $100 for each meeting for a total cost of $4500.   
The cost of printing 250 final reports at a cost of $4 each will result in a total cost of $1000.  At a  
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total cost of $500, advertising will be placed in local newspapers to inform residents of 
community meetings.  The project will use the UAMS distance technology system to connect 
outlying communities to community meetings.  Line charges are estimated at $2499. 
 Contractual Services:  ($16,968) The project will contract with external agencies and 
individuals to assist with facilitation of meetings, data management and analysis, and report 
writing.  The project will allocate $14,818 for contracts for these services. 

As language accommodations are requested for either sign or Spanish language 
interpreting, the project will provide those accommodations.  While the cost will vary depending 
on the number of requests, the projected costs, based on similar projects, are $2,150. 
 Indirect Costs:  ($20,635) The federally negotiated rate for indirect costs of off-site 
projects at UAMS is 26%.  This rate is applied to $79,365 for this project. 
 Total:   $100,000. 
 
Signatures: 
 
____________________________________            ___________________________________ 
UAMS  Title    Date  Jay Bradford, Commissioner Date 
Office of Research and Sponsored Programs 1200 West 3rd Street  
4301 West Markham Street    Arkansas Insurance Department  
Little Rock, AR  72205    Little Rock, AR  72205 
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State of Arkansas As Engrossed:  H3/21/11 H3/24/11 H3/29/11   1 

88th General Assembly A Bill      2 

Regular Session, 2011  HOUSE BILL 2138 3 

 4 

By: Representatives Allen, Nickels 5 

By: Senator P. Malone 6 

  7 

For An Act To Be Entitled 8 

AN ACT TO ENSURE CONTINUED LOCAL REGULATION OF 9 

INDIVIDUAL HEALTH INSURANCE COVERAGE BY ENABLING THE 10 

INSURANCE COMMISSIONER TO CONTINUE SERVING ARKANSANS; 11 

TO IMPLEMENT FEDERAL HEALTHCARE REFORM; AND TO CREATE 12 

THE ARKANSAS HEALTH BENEFITS EXCHANGE; AND FOR OTHER 13 

PURPOSES.  14 

 15 

 16 

Subtitle 17 

TO ALLOW THE INSURANCE COMMISSIONER TO 18 

PROTECT ARKANSANS BY THE CONTINUED LOCAL 19 

REGULATION OF INDIVIDUAL HEALTH INSURANCE 20 

COVERAGE. 21 

 22 

 23 

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF ARKANSAS: 24 

 25 

 SECTION 1.  Arkansas Code § 23-61-103(a), concerning the authority of 26 

the Insurance Commissioner, is amended to read as follows: 27 

 (a)  The Insurance Commissioner shall: 28 

  (1)  enforce the provisions of the Arkansas Insurance Code 29 

Enforce the insurance laws of this state; 30 

  (2)  Enforce and implement the provisions of the Patient 31 

Protection and Affordable Care Act, Pub. L. No. 111-148, as amended by the 32 

Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-152, to 33 

the extent that the provisions apply to insurance companies and health 34 

maintenance organizations and other organizations created as a result of 35 

these federal laws subject to the commissioner’s jurisdiction and to the 36 

scurrington
Typewritten Text
ATTACHMENT 3
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extent that the provisions are not under the exclusive jurisdiction of any 1 

federal agency; and  2 

  (3)  shall execute Execute the duties imposed upon him or her by 3 

the Arkansas Insurance Code insurance laws of this state. 4 

 5 

 SECTION 2.  Arkansas Code § 23-79-109(h), concerning the filing and 6 

approval of insurance forms and rates is amended, and § 23-79-109 is amended 7 

to additional subsections, to read as follows: 8 

 (h)(1)(A)  If the commissioner deems that the review as to either rates 9 

or forms, or both, required by this section as to any particular line or 10 

lines of insurance, can be performed in some other manner that provides 11 

sufficient protection to the consumers of this state and results in greater 12 

efficiency in bringing new or modified products within the line to market, 13 

the approval required by this section may be waived for such period as is 14 

deemed appropriate, or until revoked.  Each insurance company, hospital and 15 

medical service corporation, and health maintenance organization shall file 16 

with the commissioner the schedules and tables of premium rates for 17 

individual accident and health insurance policies and shall file amendments 18 

to or corrections of the schedules and tables. 19 

   (B)  Premium rates are subject to approval, disapproval, or 20 

withdrawal of approval by the commissioner. 21 

  (2)  A rate filing by an entity for individual accident and 22 

health insurance premium rates is available for public inspection immediately 23 

on submission to the commissioner subject to § 23-61-103(d)(4). 24 

  (3)  The commissioner shall specify the information all carriers 25 

shall submit as part of a rate filing under this section. 26 

  (4)  The commissioner shall approve a proposed premium rate for 27 

individual accident and health policies if the proposed rates are: 28 

   (A)  Actuarially sound; and 29 

   (B)  Reasonable and not excessive, inadequate, or unfairly 30 

discriminatory. 31 

  (5)  In order to determine if the proposed premium rates for 32 

individual accident and health policies are reasonable and not excessive, 33 

inadequate, or unfairly discriminatory, the commissioner shall consider: 34 

   (A)  Historical and projected medical loss ratio; 35 

   (B)  Changes to covered benefits; 36 
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   (C)  Changes in the insurer’s health care cost containment 1 

and quality improvement efforts since the insurer’s last rate filing for the 2 

same category of policies; 3 

   (D)  Claim trend projections;  4 

   (E)  Allocation of the overall rate increase to claims and 5 

nonclaims costs; 6 

   (F)  Per enrollee per month allocation of current and 7 

projected premium; 8 

   (G)  Three-year history of rate increases for the product 9 

associated with the rate increase; 10 

   (H)  Employee and executive compensation data from the 11 

health insurance issuer’s annual financial statements. 12 

   (I)  An anticipated change in the number of policyholders, 13 

enrollees, or members if the proposed rate is approved; and 14 

   (J)  Any public comments received pertaining to the 15 

standards in this section or the proposed rates for individual accident and 16 

health policies and individual HMO contracts. 17 

  (6)(A)  If an insurer or HMO files a schedule or table of premium 18 

rates for individual accident and health coverage under insurance policies or 19 

a HMO contract under this section, the commissioner shall open a twenty (20) 20 

day public comment period on the rate filing that begins on the date the 21 

insurer or HMO files the schedule of table of premium rates. 22 

   (B)  The commissioner shall post the comments to the 23 

website of the State Insurance Department. 24 

  (7)(A)  Subsection (b) of this section shall apply to the rate 25 

filing. 26 

   (B)  If the commissioner disapproves the filing, he or she 27 

shall notify the filer promptly. 28 

   (C)  In the notice, the commissioner shall specify the 29 

reasons for his or her disapproval and the findings of fact and conclusion 30 

that support the reasons. 31 

 (i)(1)  Each small employer carrier shall file each June 1 with the 32 

commissioner its schedule of rates or methodology for determining rates.  No 33 

schedule of rates, or amendment thereto, may be used in conjunction with any 34 

small group accident and health insurance policy until either a copy of the 35 

schedule or the methodology for determining rates has been filed with and 36 
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approved by the commissioner. 1 

  (2)(A)  Either a specific schedule of rates or a methodology for 2 

determining rates shall be established in accordance with actuarial 3 

principles for various categories of enrollees, provided that rates 4 

applicable to an individual enrollee in a small group policy shall not be 5 

individually determined based on the status of the enrollee’s health.   6 

   (B)  However, the rates shall not be excessive, inadequate, 7 

or unfairly discriminatory. 8 

   (C)  A certification by a qualified actuary, to the 9 

appropriateness of the use of the methodology, based on reasonable 10 

assumptions, shall accompany the filing along with adequate supporting 11 

information.  12 

  (3)(A)  The commissioner, within a reasonable period, shall 13 

approve any schedule of rates or methodology for determining rates if the 14 

requirements of subdivision (i)(2) of this section are met. 15 

   (B)  It shall be unlawful to use the schedule of rates or 16 

methodology for determining rates until approved.   17 

  (4)(A)  If the commissioner disapproves the filing, he or she 18 

shall notify the filer promptly. 19 

   (B)  In the notice, the commissioner shall specify the 20 

reasons for his or her disapproval and the findings of fact and conclusions 21 

that support the reasons. 22 

   (C)  The commissioner shall grant a hearing within sixty 23 

(60) days after a request in writing by the person filing. 24 

   (D)  If the commissioner does not disapprove any form or 25 

schedule of rates within sixty (60) days of the filing of the forms or 26 

schedule of rates, the form or schedule of rates shall be deemed approved.   27 

  (5)  If the commissioner disapproves any schedule of rates or 28 

methodology for determining rates, his or her disapproval and the findings of 29 

fact and conclusions that support his or her reasons shall be subject to 30 

judicial review pursuant to § 23-61-307.  31 

  (6)  The commissioner may require the submission of whatever 32 

relevant information he or she deems necessary to determine whether to 33 

approve or disapprove a filing made pursuant to this section.   34 

 (j)  If the commissioner deems that the review of rates or forms or 35 

both rates and forms required by this section as to a particular line or 36 
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lines of insurance can be performed in some other manner that provides 1 

sufficient protection to the consumers of this state and results in greater 2 

efficiency in bringing new or modified products within the line to market, 3 

the approval required by this section may be waived for a period as is deemed 4 

appropriate or until it is revoked. 5 

 6 

 SECTION 3.  Arkansas Code § 23-79-110(5), concerning disapproval of 7 

rates for individual accident and health insurance policies, is repealed. 8 

  (5)(A)  Is an individual accident and health contract in which 9 

the benefits are unreasonable in relation to the premium charge. Rates on a 10 

particular policy form will be deemed approved upon filing with the 11 

commissioner if the insurer has filed a loss ratio guarantee with the 12 

commissioner and complied with the terms of the loss ratio guarantee. 13 

Benefits will continue to be deemed reasonable in relation to the premium so 14 

long as the insurer complies with the terms of the loss ratio guarantee. This 15 

loss ratio guarantee must be in writing, signed by an officer of the insurer, 16 

and must contain at least the following: 17 

    (i)  A recitation of the anticipated target loss 18 

ratio standards contained in the original actuarial memorandum filed with the 19 

policy form when it was originally approved; 20 

    (ii)  A guarantee that the actual Arkansas loss 21 

ratios for the experience period in which the new rates take effect, and for 22 

each experience period thereafter until new rates are filed, will meet or 23 

exceed the loss ratio standards referred to in subdivision (a)(5)(A)(i) of 24 

this section. If the annual earned premium volume in Arkansas under the 25 

particular policy form is less than one million dollars ($1,000,000) and 26 

therefore not actuarially credible, the loss ratio guarantee will be based on 27 

the actual nationwide loss ratio for the policy form. If the aggregate earned 28 

premium for all states is less than one million dollars ($1,000,000), the 29 

experience period will be extended until the end of the calendar year in 30 

which one million dollars ($1,000,000) of earned premium is attained; 31 

    (iii)  A guarantee that the actual Arkansas, or 32 

national, if applicable, loss ratio results for the year at issue will be 33 

independently audited at the insurer's expense. This audit must be done in 34 

the second quarter of the year following the end of the experience period and 35 

the audited results must be reported to the commissioner not later than the 36 
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date for filing the applicable accident and health policy experience exhibit; 1 

    (iv)(a)  A guarantee that affected Arkansas 2 

policyholders will be issued a proportional refund, based on premium earned 3 

of the amount necessary to bring the actual aggregate loss ratio up to the 4 

loss ratio standards referred to in subdivision (a)(5)(A)(i) of this section. 5 

If nationwide loss ratios are used, then the total amount refunded in 6 

Arkansas will equal the dollar amount necessary to achieve the loss ratio 7 

standards multiplied by the total premium earned in Arkansas on the policy 8 

form and divided by the total premium earned in all states on the policy 9 

form. 10 

     (b)  The refund must be made to all Arkansas 11 

policyholders who are insured under the applicable policy form as of the last 12 

day of the experience period and whose refund would equal ten dollars 13 

($10.00) or more. 14 

     (c)  The refund will include statutory interest 15 

from the end of the experience period until the date of payment. 16 

     (d)  Payment must be made during the third 17 

quarter of the year following the experience period for which a refund is 18 

determined to be due; and 19 

    (v)  A guarantee that refunds of less than ten 20 

dollars ($10.00) will be aggregated by the insurer and paid to the State 21 

Insurance Department. 22 

   (B)  As used in this section, the term ―loss ratio‖ means 23 

the ratio of incurred claims to earned premium by number of years of policy 24 

duration, for all combined durations. 25 

   (C)  As used in this section, the term ―experience period‖ 26 

means, for any given rate filing for which a loss ratio guarantee is made, 27 

the period beginning on the first day of the calendar year during which the 28 

rates first take effect and ending on the last day of the calendar year 29 

during which the insurer earns one million dollars ($1,000,000) in premium on 30 

the form in question in Arkansas or, if the annual premium earned on the form 31 

in Arkansas is less than one million dollars ($1,000,000) nationally. 32 

Successive experience periods shall be similarly determined beginning on the 33 

first day following the end of the preceding experience period. 34 

   (D)(i)  An insurer whose rates on a policy form are 35 

approved pursuant to a loss ratio guarantee shall provide affected 36 
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policyholders with a notice that advises that rates may be increased more 1 

than one (1) time a year. For new policyholders with policies subject to the 2 

loss ratio guarantee, the notice must be delivered no later than delivery of 3 

the policy. 4 

    (ii)  Nothing in this section shall be deemed to 5 

require an insurer to provide the notice required by this subdivision on more 6 

than one (1) occasion to any given policyholder while insured under the 7 

guaranteed form. 8 

 9 

 SECTION 4.  Arkansas Code § 23-86-115 is repealed. 10 

 23-86-115. Group accident and health insurance — Entitlement to 11 

conversion policy upon termination of group policy. 12 

 (a)(1)  Every group policy, contract, or certificate of accident and 13 

health insurance delivered or issued for delivery in this state that provides 14 

hospital, surgical, or major medical coverage on an expense-incurred basis, 15 

other than coverage limited to expenses from accidents or specified diseases, 16 

shall provide that an employee, member, or covered dependent whose insurance 17 

under the group policy has been terminated for any reason, including the 18 

discontinuance of the group policy in its entirety, shall be entitled to have 19 

issued to him or her by the insurer a policy of accident and health insurance 20 

referred to in this section as a ―conversion policy‖. 21 

  (2)  An employee, member, or dependent shall not be entitled to a 22 

conversion policy, if the termination of the group policy, contract, or 23 

certificate was a result of his or her failure to pay any required 24 

contribution or if the terminated policy is replaced by similar coverage 25 

within thirty-one (31) days. 26 

  (3)  An individual wishing to exercise his or her conversion 27 

privilege must apply for the conversion policy in writing not later than 28 

thirty (30) days after the termination of the group coverage. 29 

 (b)(1)(A)  The conversion policy shall provide coverage equal to or 30 

greater than the minimum standards established by the Insurance Commissioner. 31 

   (B)  All conversion policies shall contain a wording in 32 

bold print that ―the benefits in this policy do not necessarily equal or 33 

match those benefits provided in your previous group policy‖. 34 

  (2)  The conversion policy shall not exclude coverage for 35 

pregnancy or other illness or injury on the grounds of a preexisting 36 
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condition, provided that the combination of time served under the group and 1 

the conversion policy equals or exceeds any waiting periods under the group 2 

policy or contract. Moreover, the conversion policy shall include benefits 3 

for maternity coverage for any pregnancies in existence at the time of the 4 

conversion. 5 

 (c)(1)  The insurer shall not be required to offer the conversion 6 

policy to any individual who is eligible for: 7 

   (A)  Medicare coverage; or 8 

   (B)  Full coverage under any other group accident and 9 

health policy or contract. This coverage must provide benefits for all 10 

preexisting conditions to be considered full coverage. 11 

  (2)  Accordingly, under this subsection, an individual may 12 

convert to a conversion policy and remain covered by that policy until all 13 

preexisting conditions are covered or would be covered under another group 14 

policy or contract. 15 

 (d)  This section shall not be applicable to self-insured plans. 16 

 (e)(1)(A)  The initial premium for the conversion policy for the first 17 

twelve (12) months and subsequent renewal premiums shall be determined in 18 

accordance with premium rates applicable to individually underwritten 19 

standard risks for the age and class of risk of each person to be covered 20 

under the conversion policy and for the type and amount of insurance 21 

provided. 22 

   (B)  The experience under conversion policies shall not be 23 

an acceptable basis for establishing rates for conversion policies. 24 

  (2)  For purposes of subdivision (e)(1) of this section: 25 

   (A)  The phrase ―premium rates applicable to individually 26 

underwritten standard risks‖ means the premium charged to individuals who 27 

qualify for coverage without modification, determined from a rate table based 28 

on aggregate individually underwritten policy experience; 29 

   (B)  ―Aggregate individually underwritten policy 30 

experience‖ means the policy experience is drawn from a mature combination of 31 

newly selected insureds and insureds for whom selection effects no longer 32 

exist; and 33 

   (C)  ―Class‖ means any actuarially determined 34 

characteristic, except health status or individual claims experience. 35 

  (3)  If an insurer experiences incurred losses that exceed earned 36 
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premiums for a period of two (2) successive years on conversion policies that 1 

have been in force for at least one (1) year, the insurer may file with the 2 

commissioner amended renewal rates for the subsequent year, which will 3 

produce a loss ratio of not less than one hundred percent (100%). 4 

  (4)(A)  Even though a renewal premium is established in 5 

accordance with subdivision (e)(3) of this section, a holder of the 6 

conversion policy shall not be required to pay the full renewal premium until 7 

the beginning of the policy's fourth year. 8 

   (B)  The premium for the second policy year shall be the 9 

initial premium plus thirty-three and one-third percent (33 1/3%) of the 10 

difference between the initial premium and the renewal premium in effect on 11 

the policy's first anniversary date. 12 

   (C)  The premium for the third policy year shall be the 13 

initial premium plus sixty-six and two-thirds percent (66 2/3%) of the 14 

difference between the initial premium and the renewal premium in effect on 15 

the policy's second anniversary date. 16 

   (D)  The premium for the fourth year shall be one hundred 17 

percent (100%) of the renewal premium in effect on the policy's third 18 

anniversary date. 19 

  (5)  This subsection shall be applicable to any conversion policy 20 

issued after March 22, 1995. 21 

 22 

 SECTION 5.  Arkansas Code § 23-86-303(34), concerning the definition of 23 

"small employer", is amended to read as follows: 24 

 (34)  ―Small employer‖ means,in connection with a group health plan 25 

with respect to a calendar year and a plan year, an employer who employed an 26 

average of at least two (2) but not more than fifty (50) one hundred (100) 27 

employees on business days during the preceding calendar year and who employs 28 

at least two (2) employees on the first day of the plan year; 29 

 30 

 SECTION 6.  Arkansas Code Title 23, Chapter 98 is repealed. 31 

 23-98-101. Legislative findings. 32 

 The General Assembly finds that the cost of health insurance coverage 33 

is not affordable for many small businesses, their employees, self-employed 34 

persons, and other individuals, and that as a result hundreds of thousands of 35 

Arkansas citizens do not have any health insurance coverage. It is the intent 36 
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of the General Assembly to reduce the cost of health insurance for these 1 

citizens by: 2 

  (1)  Authorizing the development of new classes of hospital and 3 

medical insurance coverage for qualified groups, families, and individuals; 4 

and 5 

  (2)  Authorizing the Insurance Commissioner to develop means to 6 

assist in limiting the marketing and administrative costs of certain of such 7 

new classes of insurance coverage. 8 

 9 

 23-98-102.  Definitions. 10 

 As used in this chapter: 11 

  (1)  ―Children's preventive health care services‖ means 12 

physician-delivered or physician-supervised services for eligible dependents 13 

from birth through age six (6), with periodic physical examinations including 14 

medical history, physical examination, developmental assessment, anticipatory 15 

guidance and appropriate immunizations, and laboratory tests, in keeping with 16 

prevailing medical standards for the purposes of this section; 17 

  (2)  ―COBRA‖ means the ―Consolidated Omnibus Budget 18 

Reconciliation Act of 1985‖; 19 

  (3)  ―Commissioner‖ means the Insurance Commissioner; 20 

  (4)  ―Insured‖ means any individual or group insured under a 21 

minimum basic benefit policy issued pursuant to the provisions of this 22 

chapter; 23 

  (5)  ―Insurer‖ means an insurer, health maintenance organization, 24 

hospital, or medical service corporation offering a minimum basic benefit 25 

policy pursuant to this chapter; 26 

  (6)  ―Loss ratio‖ means the percentage derived by dividing 27 

incurred claims, both reported and not reported, by total premiums earned; 28 

  (7)  ―Minimum basic benefit policy‖ means a policy or 29 

subscription contract which an insurer may choose to offer to a qualified 30 

individual, qualified family, or qualified group pursuant to the provisions 31 

of this chapter; 32 

  (8)  ―Periodic physical examinations‖ means the routine tests and 33 

procedures for the purpose of detection of abnormalities or malfunctions of 34 

bodily systems and parts according to accepted medical practice; 35 

  (9)  ―Permitted coverages‖ means health or hospitalization 36 
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coverage under a minimum basic benefit policy issued pursuant to this 1 

chapter, under Medicaid, Medicare, limited benefit policies as defined by 2 

rules and regulations of the commissioner, COBRA, or the provisions of § 23-3 

86-114, § 23-86-115, or § 23-86-116; 4 

  (10)  ―Qualified family‖ means individuals all of whom are 5 

qualified individuals and all of whom are related by blood, marriage, or 6 

adoption; 7 

  (11)  ―Qualified group‖ means a group, organized other than 8 

pursuant to § 23-98-109, in which each covered individual, or covered 9 

dependent of such a covered individual, within the group is a qualified 10 

individual. A qualified group may include less than all employees of an 11 

employer; 12 

  (12)(A)  ―Qualified individual‖ means an individual who is 13 

employed in or is a resident of Arkansas and who has been without health 14 

insurance coverage, other than permitted coverage, for the twelve-month 15 

period immediately preceding the effective date of a minimum basic benefit 16 

policy issued pursuant to this chapter and who meets reasonable underwriting 17 

standards. 18 

   (B)  However, children newborn to or adopted by an insured 19 

after the effective date of a policy issued to the insured pursuant to this 20 

chapter which covers the insured and members of the insured's family, shall 21 

be considered qualified individuals; and 22 

  (13)  ―Qualified trust‖ means a group organized pursuant to § 23-23 

98-104 in which each covered individual, or covered dependent of such a 24 

covered individual, within the group is a qualified individual. 25 

 26 

 23-98-103.  Notices and hearings before adopting regulations. 27 

 The Insurance Commissioner shall provide notice and conduct hearings in 28 

accordance with the Arkansas Administrative Procedure Act, § 25-15-201 et 29 

seq., before adopting any regulations of general applicability to minimum 30 

basic benefit policies to be issued pursuant to this chapter. 31 

 32 

 23-98-104.  Formation of trusts of qualified individuals. 33 

 Solely for purposes of obtaining minimum basic benefit policies 34 

pursuant to the authority granted by this chapter, trusts may be formed 35 

composed of qualified individuals, qualified families, or qualified groups. 36 
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Each trust may serve as a master policyholder. Members of qualified groups 1 

and members of such trusts may join together solely for the purpose of 2 

obtaining health insurance coverage under the provisions of this chapter. The 3 

Insurance Commissioner shall adopt rules and regulations governing the 4 

formation and operation of the trust to assure the protection of persons 5 

purchasing policies pursuant to this chapter. 6 

 7 

 23-98-105.  Issuance of minimum basic benefit policies permitted — 8 

Applicability. 9 

 Insurers are authorized to issue minimum basic benefit policies 10 

pursuant to and in compliance with the provisions of this chapter to 11 

qualified individuals, qualified families, qualified trusts, and qualified 12 

groups. This chapter shall apply only to those minimum basic benefit policies 13 

issued under this chapter and regulations issued by the Insurance 14 

Commissioner pursuant to the authority of this chapter. Nothing in this 15 

chapter shall be deemed to add to, detract from, or in any manner apply to 16 

policies, subscription contracts, benefits, or related activities under any 17 

other statutory or regulatory authorities. 18 

 19 

 23-98-106.  Minimum basic benefits. 20 

 (a)  Minimum basic benefit policies offered under the authority of this 21 

chapter shall provide basic levels of primary, preventive, and hospital care, 22 

including, but not limited to, the following: 23 

  (1)  Fifteen (15) days of inpatient hospitalization coverage per 24 

policy year; 25 

  (2)(A)  As an option, prenatal care, including: 26 

    (i)  One (1) prenatal office visit per month during 27 

the first two (2) trimesters of pregnancy; 28 

    (ii)  Two (2) office visits per month during the 29 

seventh and eighth months of pregnancy; and 30 

    (iii)  One (1) office visit per week during the ninth 31 

month until term. 32 

   (B)  Coverage for each office visit shall include: 33 

    (i)  Necessary and appropriate screening, including 34 

history, physical examination, and such laboratory and diagnostic procedures 35 

as may be deemed appropriate by the physician based upon recognized medical 36 
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criteria for the risk group of which the patient is a member; and 1 

    (ii)  Such prenatal counseling as the physician deems 2 

appropriate; 3 

  (3)  As an option, obstetrical care, including physicians' 4 

services, delivery room, and other medically necessary hospital services; 5 

  (4)(A)  As an option, coverage for children's preventive health 6 

care services on a periodic basis from birth through age six (6), including 7 

thirteen (13) visits at approximately the following age intervals: 8 

    (i)  Birth; 9 

    (ii)  Two (2) months; 10 

    (iii)  Four (4) months; 11 

    (iv)  Six (6) months; 12 

    (v)  Nine (9) months; 13 

    (vi)  Twelve (12) months; 14 

    (vii)  Fifteen (15) months; 15 

    (viii)  Eighteen (18) months; 16 

    (ix)  Two (2) years; 17 

    (x)  Three (3) years; 18 

    (xi)  Four (4) years; 19 

    (xii)  Five (5) years; and 20 

    (xiii)  Six (6) years. 21 

   (B)  The option may provide that children's preventive 22 

health care services which are rendered during a periodic review shall: 23 

    (i)  Only be covered to the extent that these 24 

services are provided by or under the supervision of a single physician 25 

during the course of one (1) visit; and 26 

    (ii)  Be reimbursed at levels established by the 27 

Insurance Commissioner which shall not exceed those established for the same 28 

services under the Medicaid program in the State of Arkansas. 29 

   (C)  Copayment and deductible amounts shall not be greater 30 

than copayments and deductibles imposed for other physician's office visits; 31 

  (5)  A basic level of primary and preventive care, including two 32 

(2) office visits per calendar year for covered services rendered by a 33 

provider licensed to provide the services rendered; 34 

  (6)  Annual, lifetime, or other benefit limits in amounts not 35 

less than may be established by the commissioner but which initially shall be 36 
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not less than one hundred thousand dollars ($100,000) as an annual benefit 1 

and two hundred fifty thousand dollars ($250,000) as a lifetime benefit; 2 

  (7)  Such waiting period, if any, as the commissioner may 3 

establish for transferring from any minimum basic benefit policy issued under 4 

this chapter by one (1) insurer to a minimum basic benefit policy issued 5 

under this chapter by another insurer; 6 

  (8)(A)  Every policy issued pursuant to this chapter which covers 7 

the insured and members of the insured's family shall include coverage for 8 

newborn infant children of the insured from the moment of birth, and for 9 

adopted minors from the date of the interlocutory decree of adoption. 10 

   (B)  The insurer may require that the insured give notice 11 

to his or her insurer of any newborn children within ninety (90) days 12 

following the birth of the newborn infant and of any adopted child within 13 

sixty (60) days of the date the insured has filed a petition to adopt. The 14 

coverage of newborn children or adopted children shall not be less than the 15 

same as is provided for other members of the insured's family; and 16 

  (9)  Such provisions, if any, as the commissioner may require, 17 

for: 18 

   (A)  An annual or other deductible or equivalent; 19 

   (B)  Patient copayments, including a differential, if any, 20 

for nonpreferred providers; 21 

   (C)  Annual stop loss amounts; 22 

   (D)  Continuation of coverage; 23 

   (E)  Conversion; 24 

   (F)  Replacement of prior carrier's coverage; 25 

   (G)  Exclusionary periods for preexisting conditions; and 26 

   (H)  Continuation of benefits. 27 

 (b)  Notwithstanding the provisions of subsection (a) of this section, 28 

the commissioner shall consider the cost impact and essential nature of each 29 

of such requirements as well as the competitive impact of such requirements, 30 

and may vary any of such requirements, add, fix, or remove requirements or 31 

establish alternative benefit methods to encourage participation of insurers 32 

in a manner consistent with meeting the goal of providing minimum basic 33 

health services at an affordable price to those eligible for coverage under 34 

this chapter. 35 

 (c)  The commissioner may authorize a waiver of any of the policy 36 
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provisions required pursuant to this section or the commissioner's authority 1 

under this section in order to authorize a minimum basic benefit policy to be 2 

issued as a medicaid supplement without requiring redundant coverage. 3 

 (d)(1)  Any minimum basic benefit policy issued pursuant to the 4 

provisions of this chapter may be issued without the provision of the 5 

benefitsor requirements mandated by the following statutes to be included in 6 

or offered to be included in accident and health insurance or health 7 

maintenance organization policies or subscription contracts or regulations 8 

issued pursuant to such statutes: §§ 23-79-129, 23-79-130, 23-79-137, 23-79-9 

139 — 23-79-141, 23-85-131(b), 23-85-137, 23-86-108(4) and (7), 23-86-113 — 10 

23-86-116, and 23-86-118. 11 

  (2)  However, nothing in this chapter shall: 12 

   (A)  Reduce any professional scope of practice as defined 13 

in the licensure law for any health care provider; 14 

   (B)  Authorize any discrimination not permitted under 15 

Arkansas law in payment or reimbursement for services; or 16 

   (C)  Be construed to repeal or eliminate the application of 17 

the Arkansas freedom of choice legislation, § 23-79-114, or coordination of 18 

benefit statutes or regulations to policies issued pursuant to this chapter. 19 

 20 

 23-98-107.  Disclosure requirements for minimum basic benefit policies. 21 

Statute text 22 

 (a)  Before any insurer issues a minimum basic benefit policy, it shall 23 

obtain from the prospective insured a signed, written statement, in a form 24 

approved by the Insurance Commissioner, in which the prospective insured: 25 

  (1)  Certifies as to eligibility for coverage under the minimum 26 

basic benefit policy; 27 

  (2)  Acknowledges the limited nature of the coverage provided and 28 

an understanding of the managed care and cost control features of the minimum 29 

basic benefit policy; 30 

  (3)  Acknowledges that if misrepresentations are made regarding 31 

the insured's eligibility for coverage under a minimum basic benefit policy, 32 

then the person making the misrepresentations shall forfeit coverage provided 33 

by the minimum basic benefit policy; and 34 

  (4)  Acknowledges that the prospective insured, at the time of 35 

application for the minimum basic benefit policy, was offered the opportunity 36 
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to purchase health insurance coverage which would have included all mandated 1 

or mandated optional benefits required by Arkansas law and that the 2 

prospective insured rejected such coverage. 3 

 (b)  A copy of the written statement shall be provided to the 4 

prospective insured no later than at the time of minimum basic benefit policy 5 

delivery, and the original of the written statement shall be retained by the 6 

insurer for the longer of either the period of time in which the minimum 7 

basic benefit policy remains in effect or five (5) years. 8 

 (c)  At the time coverage under a minimum basic benefit policy shall 9 

take effect for an insured, the insurer shall provide the insured with a 10 

written disclosure statement containing such information as the commissioner 11 

shall require and in a form approved by the commissioner. The disclosure 12 

statement shall be separate from the insurance policy or evidence of coverage 13 

provided to the insured. The disclosure statement shall contain at least the 14 

following information: 15 

  (1)  An explanation of those mandated or mandated optional 16 

benefits not covered by the minimum basic benefit policy but which would 17 

otherwise be required to be provided under Arkansas law; 18 

  (2)  An explanation of the managed care and cost control features 19 

of the minimum basic benefit policy, along with all appropriate mailing 20 

addresses and telephone numbers to be utilized by the insured in seeking 21 

information or authorization, as well as a list of any preferred providers 22 

then contracting with the insurer, and an explanation of the obligations of 23 

the providers and the insured with regard to services determined not to be 24 

medically necessary; and 25 

  (3)  An explanation of the primary and preventive care features 26 

of the minimum basic benefit policy. 27 

(d)  Any material statement made by an applicant for coverage under a minimum 28 

basic benefit policy which falsely certifies as to the applicant's 29 

eligibility for coverage under a minimum basic benefit policy shall serve as 30 

the basis for termination of coverage under any minimum basic benefit policy 31 

issued to the applicant. 32 

 33 

 23-98-108.  Notice of minimum basic benefit policies — Payroll 34 

deduction. 35 

 (a)  Those employers in the State of Arkansas that do not provide a 36 
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portion of the cost of health insurance for their employees shall provide 1 

notice to their employees of the existence of the minimum basic benefit 2 

policy authorized by this chapter. The notice shall be in a form prepared by 3 

the Insurance Commissioner and may be provided to employees by posting at the 4 

place of employment or in any other reasonable manner. 5 

 (b)  Any insured, or dependent of an insured, under this chapter may 6 

provide written request to his or her employer to withhold the amount of 7 

premium on a minimum basic benefit policy from his or her paycheck along with 8 

written instructions for remittance of the premium, in which case the 9 

employer shall withhold the premium and remit the premium payment to the 10 

insurer, unless to do so would require the employer to make remittances to 11 

more than three (3) different insurers. 12 

 (c)  No employer required to make a remittance of a premium under the 13 

provisions of this chapter shall be required to make such remittances more 14 

often than one (1) time per month. 15 

 (d)  Nothing in this chapter shall be construed to require or mandate 16 

in any way that an employer provide or pay any portion of the cost of a 17 

minimum basic benefit policy issued under this chapter. 18 

 (e)  Upon request by the commissioner, the Arkansas Employment Security 19 

Department is authorized to provide a copy of the form of notice prepared by 20 

the commissioner to employers as the commissioner and the department may 21 

agree upon. 22 

 23 

 23-98-109.  Managed care and cost control provisions. 24 

 (a)  The insurer may include any or all of the following managed care 25 

provisions to control the cost of a minimum basic benefit policy issued 26 

pursuant to this chapter: 27 

  (1)  An exclusion for services that are not medically necessary; 28 

  (2)  A procedure for preauthorization by telephone, to be 29 

confirmed in writing, by the insurer or its designee of any medical service, 30 

the cost of which is anticipated to exceed a minimum threshold, except for 31 

services necessary to treat a medical emergency; 32 

  (3)(A)  A preferred panel of providers who have entered into 33 

written agreements with the insurer to provide services at specified levels 34 

of reimbursement. 35 

   (B)  With the exception of health maintenance 36 
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organizations, participation in such a preferred panel shall be open to all 1 

providers licensed to provide the services to be covered. 2 

   (C)(i)  Any such written agreement between a provider and 3 

an insurer shall contain a provision under which the parties agree that the 4 

insured individual or covered member will have no obligation to make payment 5 

for any medical service rendered by the provider that is determined not to be 6 

medically necessary. 7 

    (ii)  However, charges for medically necessary 8 

services received by the insured which are not covered by the minimum basic 9 

benefit policy shall be considered the responsibility of the insured; and 10 

  (4)(A)  A provision under which any insured who obtains medical 11 

services from a nonpreferred provider shall receive reimbursement only in the 12 

amount that would have been received had services been rendered by a 13 

preferred provider, less a differential, if any, in an amount to be approved 14 

by the Insurance Commissioner but which may not exceed twenty-five percent 15 

(25%). 16 

   (B)  However, charges for medically necessary services 17 

received by the insured which are not covered by the minimum basic benefit 18 

policy shall be considered the responsibility of the insured. 19 

 (b)  Nothing in this chapter shall be construed to prohibit an insurer 20 

from including in a minimum basic benefit policy other managed care and cost 21 

control provisions which, subject to the approval of the commissioner, have 22 

the potential to control costs in a manner which does not result in 23 

inequitable treatment of an insured under this chapter. 24 

 25 

 23-98-110.  Approval of forms and rates. 26 

 (a)  All minimum basic benefit policy forms, including applications, 27 

enrollment forms, policies, certificates, evidences of coverage, riders, 28 

amendments, endorsements, disclosure forms, and marketing communications used 29 

in connection with the sale or advertisement of a minimum basic benefit 30 

policy shall be submitted to the Insurance Commissioner for approval in the 31 

same manner as required by § 23-79-109(a) or § 23-76-112(a). 32 

 (b)  Minimum basic benefit policies are subject to the filing and 33 

approval statutes, rules, and regulations of the state. No rate shall be 34 

considered reasonable nor shall it be approved unless: 35 

  (1)  It is based upon a pool, community rating, or other rating 36 
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formula acceptable to the commissioner; and 1 

  (2)(A)  As to individual policies and policies issued to 2 

qualified trusts, it is likely to produce a loss ratio, as certified by a 3 

qualified actuary, which is acceptable to the commissioner, but in no event 4 

shall such a loss ratio be less than sixty-five percent (65%). 5 

   (B)  However, the commissioner may set a minimum loss ratio 6 

for group policies issued pursuant to this chapter if the commissioner 7 

determines that inequitable or unfair treatment of policyholders would 8 

otherwise result. 9 

 (c)  To the extent that an insurer has a surplus in a given year which 10 

has been generated on minimum basic benefit policies issued pursuant to this 11 

chapter to a qualified group by a loss ratio of less than seventy-five 12 

percent (75%) or issued pursuant to this chapter to qualified individuals, 13 

qualified families, or qualified trusts by a loss ratio of less than sixty-14 

five percent (65%), that surplus shall be taken into consideration in setting 15 

rates in following years in such manner as to benefit the holders of such 16 

minimum basic benefit policies. 17 

 (d)(1)  The commissioner may require that as to each minimum basic 18 

benefit policy approved, the insurer provide a statement of the portion of 19 

the rate or premium applicable to the minimum basic benefit policy coverage 20 

required by this chapter, or the commissioner pursuant to this chapter, or 21 

such other information as the commissioner may require so that prospective 22 

purchasers of policies pursuant to this chapter may have an ability to make a 23 

direct comparison of the cost of the minimum basic benefits within policies 24 

of the same class issued by different insurers. 25 

  (2)  The commissioner may include rate comparison or other cost 26 

information in the form of notice which may be provided by the commissioner 27 

to employers pursuant to this chapter. 28 

 29 

 23-98-111.  Record-keeping and reporting requirement for insurers. 30 

 Each insurer issuing a minimum basic benefit policy in this state shall 31 

maintain separate and distinct records of enrollment, claim costs, premium 32 

income, utilization, and such other information as may be required by the 33 

Insurance Commissioner. Each insurer providing a minimum basic benefit policy 34 

shall furnish an annual report to the commissioner in a form prescribed by 35 

the commissioner which shall contain such information as the commissioner may 36 
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require to analyze the effect of insurance coverage issued pursuant to this 1 

chapter. The annual report required shall be in a form consistent with the 2 

forms, if any, adopted by the National Association of Insurance Commissioners 3 

for such a purpose. 4 

 5 

 SECTION 7.  Arkansas Code Title 23 is amended to add an additional 6 

chapter to read as follows: 7 

 Chapter 104 — Arkansas Health Benefits Exchange Act 8 

 23-104-101.  Title. 9 

 This chapter shall be known and may be cited as the "Arkansas Health 10 

Benefits Exchange Act". 11 

 12 

 23-104-102.  Purpose. 13 

 The purpose of this chapter is to provide for the establishment of a 14 

second insurance marketplace called the "Arkansas Health Benefits Exchange" 15 

to supplement the current insurance marketplace and to facilitate the 16 

purchase and sale of qualified health plans in the individual market in the 17 

State of Arkansas and to provide for the establishment of a Small Business 18 

Health Options Program to assist qualified small employers in this state in 19 

facilitating the enrollment of their employees in qualified health plans 20 

offered through the exchange in the small group market. 21 

 22 

 23-104-103.  Definitions. 23 

 As used in this chapter: 24 

  (1)  "Educated health care consumer‖ means an individual who is 25 

knowledgeable about the health care system and has background or experience 26 

in making informed decisions regarding health, medical, and scientific 27 

matters; 28 

  (2)(A)  ―Health benefit plan‖ means a policy, contract, 29 

certificate, or agreement offered or issued by a health carrier to provide, 30 

deliver, arrange for, pay for, or reimburse the costs of health care 31 

services. 32 

   (B)  ―Health benefit plan‖ does not include: 33 

    (i)  Coverage for accident-only or disability income 34 

insurance or any combination of accident-only or disability income insurance; 35 

    (ii)  Coverage issued as a supplement to liability 36 
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insurance;  1 

    (iii)  Liability insurance, including general 2 

liability and automobile liability insurance; 3 

    (iv)  Workers’ compensation or similar insurance;  4 

    (v)  Automobile medical payment insurance; 5 

    (vi)  Credit-only insurance; 6 

    (vii)  Coverage for on-site medical clinics; or 7 

    (viii)  Other similar insurance coverage specified in 8 

federal regulations issued under the Health Insurance Portability and 9 

Accountability Act, Pub. L. No. 104-191, under which the benefits for health 10 

care services are secondary or incidental to other insurance benefits. 11 

   (C)  If the benefits are provided under a separate policy, 12 

certificate, or contract of insurance or otherwise are not an integral part 13 

of the plan, "health benefit plan" does not include: 14 

    (i)  Limited dental or vision benefits; 15 

    (ii)  Benefits for long-term care, nursing-home care, 16 

home-health care, community-based care, or any combination thereof; or 17 

    (iii)  Other similar limited benefits specified in 18 

federal regulations issued under the Health Insurance Portability and 19 

Accountability Act, Pub. L. No. 104-191. 20 

   (D)  If the benefits are provided under a separate policy, 21 

certificate, or contract of insurance, there is no coordination between the 22 

benefits and an exclusion of benefits under a group health plan maintained by 23 

the same plan sponsor, and the benefits are paid with respect to an event 24 

without regard to whether benefits are provided with respect to the event 25 

under a group health plan maintained by the same plan sponsor, "health 26 

benefit plan" does not include: 27 

    (i)  Coverage for only a specified disease or 28 

illness; or 29 

    (ii)  Hospital indemnity or other fixed indemnity 30 

insurance. 31 

   (E)  If offered as a separate policy, certificate, or 32 

contract of insurance, "health benefit plan" does not include: 33 

    (i)  Medicare supplemental health insurance as 34 

defined under Section 1882(g)(1) of the Social Security Act, as it existed on 35 

January 1, 2011; 36 
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    (ii)  Supplemental coverage provided under 10 U.S.C. 1 

Chapter 55, the Civilian Health and Medical Program of the Uniformed 2 

Services; or 3 

    (iii)  Similar supplemental coverage provided under a 4 

group health plan; 5 

  (3)  ―Health carrier‖ means an entity subject to the insurance 6 

laws of this state or the jurisdiction of the Insurance Commissioner that 7 

contracts or offers to contract to provide, deliver, arrange for, pay for, or 8 

reimburse the costs of health care services, including: 9 

   (A)  An accident and health insurance company; 10 

   (B)  A health maintenance organization; 11 

   (C)  A nonprofit hospital and medical service corporation; 12 

or 13 

   (D)  Any other entity providing a plan of health insurance, 14 

health benefits, or health services; 15 

  (4)  "Principal place of business" means the location in a state 16 

where an employer has its headquarters or significant place of business and 17 

where the persons with direction and control authority over the business are 18 

employed; 19 

  (5)  "Qualified dental plan" means a limited-scope dental plan 20 

that has been certified in accordance with § 23-104-107; 21 

  (6)  "Qualified employer" means a small employer that elects to 22 

make its full-time employees and some or all of its part-time employees 23 

eligible for one (1) or more qualified health plans offered through the Small 24 

Business Health Options Program if the employer: 25 

   (A)  Has its principal place of business in this state and 26 

elects to provide coverage through the Small Business Health Options Program 27 

to all of its eligible employees, wherever employed; or 28 

   (B)  Elects to provide coverage through the Small Business 29 

Health Options Program to its eligible employees who are principally employed 30 

in this state; 31 

  (7)  ―Qualified health plan‖ means a health benefit plan that has 32 

in effect a certification that the plan meets the criteria for certification 33 

described in section 1311(c) of the Patient Protection and Affordable Care 34 

Act, Pub. L. No. 111-148, as amended by the Health Care and Education 35 

Reconciliation Act of 2010, Pub. L. No. 111-152, and § 23-104-107; 36 
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  (8)  ―Qualified individual‖ means an individual, including a 1 

minor, who: 2 

   (A)  Is seeking to enroll in a qualified health benefit 3 

plan offered through the Arkansas Health Benefits Exchange; 4 

   (B)  Resides in this state; 5 

   (C)  At the time of enrollment is not incarcerated other 6 

than incarceration pending the disposition of charges; and 7 

   (D)  Is a citizen or national of the United States or an 8 

alien lawfully present in the United States; and 9 

  (9)(A)  ―Small employer‖ means an employer that employed an 10 

average of at least two (2) but not more than fifty (50) employees during the 11 

preceding calendar year and who employs at least two (2) employees on the 12 

first day of the plan year unless the commissioner determines that the 13 

purposes or administration of this chapter is better served by an increase in 14 

the maximum average number of employees during the preceding calendar year 15 

not to exceed one hundred (100). 16 

   (B)  For purposes of this subdivision (9): 17 

    (i)  A person treated as a single employer under 18 

subsection (b), (c), (m) or (o) of section 414 of the Internal Revenue Code 19 

of 1986, as it existed on January 1, 2011, shall be treated as a single 20 

employer; 21 

    (ii)  An employer and any predecessor employer shall 22 

be treated as a single employer; and 23 

    (iii)  Each employee shall be counted, including 24 

part-time employees and employees who are not eligible for coverage through 25 

the employer. 26 

   (C)  If an employer was not in existence throughout the 27 

preceding calendar year, the determination of whether that employer is a 28 

small employer shall be based on the average number of employees that is 29 

reasonably expected the employer will employ on business days in the current 30 

calendar year. 31 

   (D)  An employer that makes enrollment in qualified health 32 

plans available to its employees through the Small Business Health Options 33 

Program and would cease to be a small employer by reason of an increase in 34 

the number of its employees shall continue to be treated as a small employer 35 

for purposes of this chapter as long as it continuously makes enrollment 36 
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through the Small Business Health Options Program available to its employees. 1 

 2 

 23-104-104.  Establishment of Arkansas Health Benefits Exchange. 3 

 (a)  There is created a nonprofit legal entity to be known as the 4 

―Arkansas Health Benefits Exchange‖ the purpose of which will be to increase 5 

the access to quality and affordable health care coverage, reduce the number 6 

of uninsured persons in Arkansas, and increase availability and consumer 7 

choice of health care coverage through the exchange to qualified individuals 8 

and small employers. 9 

 (b)  All health carriers licensed to sell accident and health insurance 10 

or health maintenance organization contracts may participate in the exchange. 11 

 (c)(1)(A)  The exchange shall operate subject to the supervision and 12 

control of the Board of Directors of the Arkansas Health Benefits Exchange.   13 

   (B)  The exchange is created as a political subdivision, 14 

instrumentality, and body politic of the State of Arkansas, and as such, is 15 

not a state agency. 16 

  (2)  Except to the extent provided in this chapter, the exchange 17 

shall be exempt from: 18 

   (A)  All state, county, and local taxes; 19 

   (B)  The Arkansas Procurement Law, § 19-11-201 et seq.; 20 

   (C)  The Arkansas Public Officers and Employees Law, § 21-21 

1-101 et seq.; and  22 

   (D)  The Arkansas Administrative Procedure Act, § 25-15-201 23 

et seq. 24 

  (3)(A)  The board shall consist of seven (7) voting members 25 

appointed by the Insurance Commissioner. 26 

   (B)  At least three (3) of the seven (7) voting board 27 

members shall have experience in health care benefits administration, health 28 

care economics, or health insurance or health-insurance-related actuarial 29 

principles.  30 

   (C)  One (1) of the voting board members shall represent 31 

the interests of health-benefit-plan consumers in this state. 32 

   (D)  One (1) of the voting board members shall represent 33 

the interests of small employers in this state. 34 

   (E)  One (1) of the voting board members shall be a 35 

representative of a hospital located in Arkansas. 36 
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   (F)  One (1) of the voting board members shall be a health 1 

care provider licensed to practice in Arkansas. 2 

  (4)  The commissioner or his or her representative, the Director 3 

of the Department of Human Services or his or her representative, the 4 

Director of the Office of Health Information Technology or his or her 5 

representative, the Director of the Department of Health, and the Director of 6 

the Arkansas Center for Health Improvement or his or her representative shall 7 

be nonvoting ex officio members of the board. 8 

  (5)(A)  The voting members of the board shall serve staggered 9 

three-year terms. 10 

   (B)  The initial term of two (2) of the voting members 11 

shall be one (1) year, the initial term of two (2) of the voting members 12 

shall be two (2) years, and the initial term of the remaining three (3) 13 

voting members shall be three (3) years to allow for continuity. 14 

   (C)  The voting members shall draw lots to determine the 15 

lengths of their initial terms. 16 

   (D)  Voting members may be reappointed for additional 17 

terms. 18 

  (6)  The chair of the board shall be elected annually from the 19 

voting members of the board by the voting members of the board. 20 

  (7)  Any vacancy among the voting members of the board occurring 21 

for any reason other than the expiration of a term shall be filled for the 22 

unexpired term in the same manner as the original appointment. 23 

  (8)  Voting members of the board may be reimbursed from moneys of 24 

the exchange for actual and necessary expenses incurred by them in the 25 

performance of their official duties as members of the board but shall not 26 

otherwise be compensated for their services. 27 

 (d)  The board may provide in its bylaws or rules for indemnification 28 

of, and legal representation for, the board members and employees. 29 

 (e)  The exchange shall: 30 

  (1)  Facilitate the purchase and sale of qualified health plans; 31 

  (2)  Provide for the establishment of a Small Business Health 32 

Options Program to assist qualified small employers in this state in 33 

facilitating the enrollment of their employees in qualified health plans; and 34 

  (3)  Meet the requirements of this chapter and any rules 35 

implemented under this chapter. 36 
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 (f)(1)(A)  The exchange may contract with an eligible entity for the 1 

functions described in this chapter. 2 

   (B)  An eligible entity includes without limitation the 3 

State Insurance Department or an entity that has experience in individual and 4 

small group health insurance. 5 

  (2)  A health carrier or its affiliate is not an eligible entity. 6 

 (g)  The exchange may enter into information-sharing agreements with 7 

federal and state agencies and other state exchanges to carry out its 8 

responsibilities under this chapter, provided that the agreements include 9 

adequate protection with respect to the confidentiality of the information to 10 

be shared and comply with state and federal laws. 11 

 12 

 23-104-105.  General requirements. 13 

 (a)  The Arkansas Health Benefits Exchange shall make qualified health 14 

plans available to qualified individuals and qualified employers beginning on 15 

or before January 1, 2014.  16 

 (b)(1)  The exchange shall not make available a health benefit plan 17 

that is not a qualified health plan. 18 

  (2)  The exchange shall allow a health carrier to offer a plan 19 

through the exchange that provides limited-scope dental benefits meeting the 20 

requirements of section 9832(c)(2)(A) of the Internal Revenue Code of 1986, 21 

as it existed on January 1, 2011, separately or in conjunction with a 22 

qualified health plan, if the plan provides pediatric dental benefits meeting 23 

the requirements of section 1302(b)(1)(J) of the Patient Protection and 24 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 25 

Education Reconciliation Act of 2010, Pub. L. No. 111-152. 26 

 (c)  The exchange or a health carrier offering qualified health benefit 27 

plans through the exchange shall not charge an individual a fee or penalty 28 

for termination of coverage if the individual enrolls in another type of 29 

minimum essential coverage because the individual has become newly eligible 30 

for that coverage or because the individual’s employer-sponsored coverage has 31 

become affordable under the standards of section 36B(c)(2)(C) of the Internal 32 

Revenue Code of 1986, as it existed on January 1, 2011. 33 

 34 

 23-104-106.  Duties of Arkansas Health Benefits Exchange. 35 

 The Arkansas Health Benefits Exchange shall: 36 
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 (1)  Implement procedures for the certification, recertification, and 1 

decertification, consistent with guidelines developed by the Secretary of the 2 

United States Department of Health and Human Services under section 1311(c) 3 

of the Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as 4 

amended by the Health Care and Education Reconciliation Act of 2010, Pub. L. 5 

No. 111-152, and § 23-104-107 of health benefit plans as qualified health 6 

plans; 7 

 (2)  Provide for the operation of a toll-free telephone hotline to 8 

respond to requests for assistance; 9 

 (3)  Provide for enrollment periods, under section 1311(c)(6) of the 10 

Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as amended 11 

by the Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-12 

152; 13 

 (4)  Maintain a website through which enrollees and prospective 14 

enrollees of qualified health plans may obtain standardized comparative 15 

information on plans; 16 

 (5)  Assign a rating to each qualified health plan offered through the 17 

exchange in accordance with the criteria developed by the Secretary of the 18 

United States Department of Health and Human Services under section 19 

1311(c)(3) of the Patient Protection and Affordable Care Act, Pub. L. No. 20 

111-148, as amended by the Health Care and Education Reconciliation Act of 21 

2010, Pub. L. No. 111-152, and determine each qualified health plan’s level 22 

of coverage in accordance with regulations issued by the Secretary of the 23 

United States Department of Health and Human Services under section 24 

1302(d)(2)(A) of the Patient Protection and Affordable Care Act, Pub. L. No. 25 

111-148, as amended by the Health Care and Education Reconciliation Act of 26 

2010, Pub. L. No. 111-152; 27 

 (6)  Use a standardized format for presenting health benefit options in 28 

the exchange, including the use of the uniform outline of coverage 29 

established under section 2715 of the Public Health Service Act, 42 U.S.C. § 30 

201 et seq. as it existed on January 1, 2011; 31 

 (7)(A)  In accordance with section 1413 of the Patient Protection and 32 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 33 

Education Reconciliation Act of 2010, Pub. L. No. 111-152, inform individuals 34 

of eligibility requirements for the Medicaid program under title XIX of the 35 

Social Security Act, the Children’s Health Insurance Program under title XXI 36 
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of the Social Security Act, or any applicable state or local public program.   1 

  (B)  If through screening of the application by the exchange the 2 

exchange determines that an individual is eligible for a program, enroll that 3 

individual in that program; 4 

 (8)  Establish and make available by electronic means a calculator to 5 

determine the actual cost of coverage after application of a premium tax 6 

credit under section 36B of the Internal Revenue Code of 1986, as it existed 7 

on January 1, 2011, and any cost-sharing reduction under section 1402 of the 8 

Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as amended 9 

by the Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-10 

152; 11 

 (9)  Establish a Small Business Health Options Program through which 12 

qualified employers may access coverage for their employees that shall enable 13 

a qualified employer to specify a level of coverage among those offered on 14 

the exchange so its employees may enroll in a qualified health plan offered 15 

through the Small Business Health Options Program at the specified level of 16 

coverage; 17 

 (10)  Subject to section 1411 of the Patient Protection and Affordable 18 

Care Act, Pub. L. No. 111-148, as amended by the Health Care and Education 19 

Reconciliation Act of 2010, Pub. L. No. 111-152, grant a certification 20 

attesting that, for purposes of the individual responsibility penalty under 21 

section 5000A of the Internal Revenue Code of 1986, as it existed on January 22 

1, 2011, an individual is exempt from the individual responsibility 23 

requirement or from the penalty imposed by that section because: 24 

  (A)  There is not an affordable qualified health plan available 25 

through the exchange or through the individual’s employer to cover the 26 

individual; or 27 

  (B)  The individual meets the requirements for any other 28 

exemption from the individual responsibility requirement or penalty; 29 

 (11)  Transfer to the Secretary of the United States Department of the 30 

Treasury the following: 31 

  (A)  A list of the individuals who are issued a certification 32 

under subdivision (10) of this section, including the name and taxpayer 33 

identification number of each individual; 34 

  (B)  The name and taxpayer identification number of each 35 

individual who was an employee of an employer but who was determined to be 36 
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eligible for the premium tax credit under section 36B of the Internal Revenue 1 

Code of 1986, as it existed on January 1, 2011, because: 2 

   (i)  The employer did not provide minimum essential 3 

coverage; or 4 

   (ii)  The employer provided the minimum essential coverage, 5 

but it was determined under section 36B(c)(2)(C) of the Internal Revenue Code 6 

of 1986, as it existed on January 1, 2011, to be unaffordable to the employee 7 

or not provide the required minimum actuarial value; and 8 

  (C)  The name and taxpayer identification number of: 9 

   (i)  Each individual who notifies the exchange under 10 

section 1411(b)(4) of the Patient Protection and Affordable Care Act, Pub. L. 11 

No. 111-148, as amended by the Health Care and Education Reconciliation Act 12 

of 2010, Pub. L. No. 111-152, that he or she has changed employers; and 13 

   (ii)  Each individual who ceases coverage under a qualified 14 

health plan during a plan year and the effective date of that cessation; 15 

 (l2)  Provide to each employer the name of each employee of the 16 

employer described in subdivision (11)(B) of this section who ceases coverage 17 

under a qualified health plan during a plan year and the effective date of 18 

the cessation; 19 

 (13)  Perform duties required of the exchange by the Secretary of the 20 

United States Department of Health and Human Services or the Secretary of the 21 

United States Department of the Treasury related to determining eligibility 22 

for premium tax credits, reduced cost-sharing, or individual responsibility 23 

requirement exemptions;  24 

 (14)(A)  Select entities qualified to serve as "Navigators" in 25 

accordance with section 1311(i) of the Patient Protection and Affordable Care 26 

Act, Pub. L. No. 111-148, as amended by the Health Care and Education 27 

Reconciliation Act of 2010, Pub. L. No. 111-152, and award grants to enable 28 

Navigators to: 29 

   (i)  Conduct public education activities to raise awareness 30 

of the availability of qualified health plans; 31 

   (ii)  Distribute fair and impartial information concerning 32 

enrollment in qualified health plans, and the availability of premium tax 33 

credits under section 36B of the Internal Revenue Code of 1986, as it existed 34 

on January 1, 2011, and cost-sharing reductions under section 1402 of the 35 

Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as amended 36 



As Engrossed:  H3/21/11 H3/24/11 H3/29/11 HB2138 

 

 30 03-02-2011 14:42:17 DLP125 

 

 

by the Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-1 

152; 2 

   (iii)  Facilitate enrollment in qualified health plans; 3 

   (iv)  Provide referrals to any applicable office of health 4 

insurance consumer assistance or health insurance ombudsman established under 5 

section 2793 of the Public Health Service Act, 42 U.S.C. § 201 et seq., as it 6 

existed on January 1, 2011, or any other appropriate state agency or 7 

agencies, for any enrollee with a grievance, complaint, or question regarding 8 

his or her health benefit plan, coverage, or a determination under that 9 

health benefit plan or coverage; 10 

   (v)  Provide information in a manner that is culturally and 11 

linguistically appropriate to the needs of the population being served by the 12 

exchange;  13 

   (vi)  Counsel exchange participants about selecting or 14 

transitioning among Medicaid, the federal Children's Health Insurance 15 

Programs, and other coverage; and 16 

   (vii)  Insure significant numbers of Navigators to serve 17 

disadvantaged, hard-to-reach populations. 18 

  (B)  The state may require individuals affiliated with any 19 

Navigator contract to be certified, licensed, or otherwise deemed able to 20 

carry out the duties as required by section 1131(i)(3) of the Patient 21 

Protection and Affordable Care Act, Pub. L. No. 111-148, as amended by the 22 

Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-152; 23 

 (15)  Review the rate of premium growth within the exchange and of non-24 

grandfathered health benefit plans outside the exchange, and consider the 25 

information in developing recommendations on whether to continue limiting 26 

qualified employer status to small employers;  27 

 (16)  Credit the amount of any free choice voucher to the monthly 28 

premium of the plan in which a qualified employee is enrolled, in accordance 29 

with section 10108 of the Patient Protection and Affordable Care Act, Pub. L. 30 

No. 111-148, as amended by the Health Care and Education Reconciliation Act 31 

of 2010, Pub. L. No. 111-152, and collect the amount credited from the 32 

offering employer; 33 

 (17)  Consult with stakeholders relevant to carrying out the activities 34 

required under this chapter, including: 35 

  (A)  Educated health care consumers who are enrollees in 36 
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qualified health plans; 1 

  (B)  Individuals and entities with experience in facilitating 2 

enrollment in qualified health plans; 3 

  (C)  The commissioner; 4 

  (D)  Representatives of health carriers that offer qualified 5 

health plans through the exchange; 6 

  (E)  Representatives of health carriers that are not offering 7 

qualified health plans through the exchange; 8 

  (F)  Representatives of small businesses and self-employed 9 

individuals; 10 

  (G)  The Department of Human Services, the Department of Health, 11 

the Office of Health Information Technology, the Department of Information 12 

Systems, and the Arkansas Center for Health Improvement; and 13 

  (H)  Advocates for enrolling disadvantaged, hard-to-reach 14 

populations; 15 

 (18)  Meet the following financial integrity requirements: 16 

  (A)  Keep an accurate account of all activities, receipts, and 17 

expenditures and annually submit to Secretary of the United States Department 18 

of Health and Human Services, the Governor, the commissioner, and the General 19 

Assembly a report concerning such accountings; 20 

  (B)  Fully cooperate with any investigation conducted by the 21 

Secretary of the United States Department of Health and Human Services 22 

pursuant to his or her authority under the Patient Protection and Affordable 23 

Care Act, Pub. L. No. 111-148, as amended by the Health Care and Education 24 

Reconciliation Act of 2010, Pub. L. No. 111-152, and allow the Secretary of 25 

the United States Department of Health and Human Services, in coordination 26 

with the Inspector General of the United States Department of Health and 27 

Human Services, to: 28 

   (i)  Investigate the affairs of the exchange; 29 

   (ii)  Examine the properties and records of the exchange; 30 

and 31 

   (iii)  Require periodic reports in relation to the 32 

activities undertaken by the exchange; and 33 

  (C)  In carrying out its activities under this chapter, not use 34 

any funds intended for the administrative and operational expenses of the 35 

exchange for staff retreats, promotional giveaways, excessive executive 36 
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compensation, or promotion of federal or state legislative and regulatory 1 

modifications; and 2 

 (19)  Appoint at least one (1) or more advisory committee as deemed 3 

appropriate by the Board of Directors of the Arkansas Health Benefits 4 

Exchange. 5 

  6 

 23-104-107.  Health benefit plan certification. 7 

 (a)  The Arkansas Health Benefits Exchange shall certify a health 8 

benefit plan as a qualified health plan if: 9 

  (1)  The plan provides the essential health benefits package 10 

described in section 1302(a) of the Patient Protection and Affordable Care 11 

Act, Pub. L. No. 111-148, as amended by the Health Care and Education 12 

Reconciliation Act of 2010, Pub. L. No. 111-152, except that the plan is not 13 

required to provide essential benefits that duplicate the minimum benefits of 14 

qualified dental plans, as provided in subsection (d) of this section, if:  15 

   (A)  The exchange has determined that an adequate choice of 16 

qualified dental plans is available to supplement the plan’s coverage; and 17 

   (B)  The carrier makes prominent disclosure at the time it 18 

offers the plan, in a form approved by the exchange, that the plan does not 19 

provide the full range of essential pediatric benefits and that qualified 20 

dental plans providing those benefits and other dental benefits not covered 21 

by the plan are offered through the exchange;  22 

  (2)  The premium rates and contract language have been approved 23 

by the Insurance Commissioner; 24 

  (3)  The plan provides at least a "bronze" level of coverage, as 25 

determined pursuant to subsection 1311(c)(3) of the Patient Protection and 26 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 27 

Education Reconciliation Act of 2010, Pub. L. No. 111-152, unless the plan is 28 

certified as a qualified catastrophic plan, meets the requirements of the 29 

Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as amended 30 

by the Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-31 

152 for catastrophic plans, and will only be offered to individuals eligible 32 

for catastrophic coverage; 33 

  (4)  The plan’s cost-sharing requirements do not exceed the 34 

limits established under section 1302(c)(1) of the Patient Protection and 35 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 36 
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Education Reconciliation Act of 2010, Pub. L. No. 111-152, and if the plan is 1 

offered through the Small Business Health Options Program and the plan’s 2 

deductible does not exceed the limits established under section 1302(c)(2) of 3 

the Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as 4 

amended by the Health Care and Education Reconciliation Act of 2010, Pub. L. 5 

No. 111-152; 6 

  (5)  The health carrier offering the plan: 7 

   (A)  Is licensed and in good standing to offer accident and 8 

health insurance or health maintenance organization coverage in this state; 9 

   (B)  Offers at least one (1) qualified health plan in the 10 

"silver" level, as defined in subsection 1302(d)(1)(B) of the Patient 11 

Protection and Affordable Care Act, Pub. L. No. 111-148, as amended by the 12 

Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-152, 13 

and at least one (1) plan in the "gold" level, as defined in subsection 14 

1302(d)(1)(C) of the Patient Protection and Affordable Care Act, Pub. L. No. 15 

111-148, as amended by the Health Care and Education Reconciliation Act of 16 

2010, Pub. L. No. 111-152, through each "component" of the exchange in which 17 

the carrier participates, where component refers to the Small Business Health 18 

Options Program and the exchange for individual coverage; 19 

   (C)  Charges the same premium rate for each qualified 20 

health plan without regard to whether the plan is offered through the 21 

exchange or through the non-exchange open market and without regard to 22 

whether the plan is offered directly from the health carrier or through an 23 

insurance producer;  24 

   (D)  Does not charge any cancellation fees or penalties in 25 

violation of § 23-104-105(c); and 26 

   (E)  Complies with the regulations developed by the 27 

Secretary of the United States Department of Health and Human Services under 28 

section 1311(d) of the Patient Protection and Affordable Care Act, Pub. L. 29 

No. 111-148, as amended by the Health Care and Education Reconciliation Act 30 

of 2010, Pub. L. No. 111-152, and such other requirements as the exchange may 31 

establish;  32 

  (6)  The plan meets the requirements of certification as 33 

promulgated by regulation by the Secretary of the United States Department of 34 

Health and Human Services under section 1311(c)(1) of the Patient Protection 35 

and Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care 36 
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and Education Reconciliation Act of 2010, Pub. L. No. 111-152, and by the 1 

exchange; and 2 

  (7)  The exchange determines that making the plan available 3 

through the exchange is in the interest of qualified individuals and 4 

qualified employers in this state. 5 

 (b)  The exchange shall not exclude a health benefit plan: 6 

  (1)  On the basis that the plan is a fee-for-service plan; 7 

  (2)  Through the imposition of premium price controls by the 8 

exchange; or 9 

  (3)  On the basis that the health benefit plan provides 10 

treatments necessary to prevent patients’ deaths in circumstances the 11 

exchange determines are inappropriate or too costly. 12 

 (c)  Presumption of Best Interest. 13 

  (1)  In order to foster a competitive exchange marketplace and 14 

consumer choice, it is presumed to be in the interest of qualified 15 

individuals and qualified employers for the exchange to certify all health 16 

plans meeting the requirements of section 1311(c) of the Patient Protection 17 

and Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care 18 

and Education Reconciliation Act of 2010, Pub. L. No. 111-152, for 19 

participation in the exchange. 20 

  (2)(A)  The exchange shall certify all health plans meeting the 21 

requirements of section 1311(c) of the Patient Protection and Affordable Care 22 

Act, Pub. L. No. 111-148, as amended by the Health Care and Education 23 

Reconciliation Act of 2010, Pub. L. No. 111-152, and § 23-104-107 for 24 

participation in the exchange. 25 

   (B)  The exchange shall establish and publish a 26 

transparent, objective process for decertifying qualified health plans to be 27 

offered through the exchange that are determined not to be in the public 28 

interest. 29 

 (d)  The exchange shall require each health carrier seeking 30 

certification of a plan as a qualified health plan to: 31 

  (1)(A)  Submit a justification for any premium increase before 32 

implementation of that increase. 33 

   (B)  The health carrier shall prominently post the 34 

information on its Internet website. 35 

   (C)  The exchange shall take this information, along with 36 
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the information and the recommendations provided to the exchange by the 1 

commissioner under section 2794(b) of the Public Health Service Act, 42 2 

U.S.C. § 201 et seq., as it existed on January 1, 2011, into consideration 3 

when determining whether to allow the health carrier to make plans available 4 

through the exchange;  5 

  (2)(A)  Make available to the public, in the format described in 6 

subdivision (A)(2)(B) of this section, and submit to the exchange, the 7 

Secretary of the United States Department of Health and Human Services, and 8 

the commissioner accurate and timely disclosure of the following: 9 

    (i)  Claims payment policies and practices; 10 

    (ii)  Periodic financial disclosures; 11 

    (iii)  Data on enrollment; 12 

    (iv)  Data on disenrollment; 13 

    (v)  Data on the number of claims that are denied; 14 

    (vi)  Data on rating practices; 15 

    (vii)  Information on cost-sharing and payments with 16 

respect to any out-of-network coverage; 17 

    (viii)  Information on enrollee and participant 18 

rights under title I of the Patient Protection and Affordable Care Act, Pub. 19 

L. No. 111-148, as amended by the Health Care and Education Reconciliation 20 

Act of 2010, Pub. L. No. 111-152; and 21 

    (ix)  Other information as determined appropriate by 22 

the Secretary of the United States Department of Health and Human Services. 23 

   (B)  The information required in subdivision (d)(2)(A) of 24 

this section shall be provided in plain language, as that term is defined in 25 

section 1311(e)(3)(B) of the Patient Protection and Affordable Care Act, Pub. 26 

L. No. 111-148, as amended by the Health Care and Education Reconciliation 27 

Act of 2010, Pub. L. No. 111-152; and 28 

  (3)(A)  Permit individuals to learn in a timely manner upon the 29 

request of the individual the amount of cost-sharing, including deductibles, 30 

copayments, and coinsurance, under the individual’s plan or coverage that the 31 

individual would be responsible for paying with respect to the furnishing of 32 

a specific item or service by a participating provider. 33 

   (B)  At a minimum, this information shall be made available 34 

to the individual through a website and through other means for individuals 35 

without access to the Internet. 36 
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 (e)(1)  The provisions of this chapter that are applicable to qualified 1 

health plans shall also apply to the extent relevant to qualified dental 2 

plans except as modified in accordance with subdivisions (e)(2)-(4) of this 3 

section or by rules adopted by the commissioner. 4 

  (2)  The health carrier shall be licensed to offer dental 5 

coverage, but need not be licensed to offer other health benefits. 6 

  (3)  The plan shall be limited to dental and oral health 7 

benefits, without substantially duplicating the benefits typically offered by 8 

health benefit plans without dental coverage, and shall include at a minimum 9 

the essential pediatric dental benefits prescribed by the Secretary of the 10 

United States Department of Health and Human Services pursuant to section 11 

1302(b)(1)(J) of the Patient Protection and Affordable Care Act, Pub. L. No. 12 

111-148, as amended by the Health Care and Education Reconciliation Act of 13 

2010, Pub. L. No. 111-152, and such other minimum dental benefits as the 14 

exchange or the Secretary of the United States Department of Health and Human 15 

Services may specify by regulation. 16 

  (4)  A health carrier and a dental carrier may jointly offer a 17 

comprehensive plan through the exchange in which the dental benefits are 18 

provided by the dental carrier and the other benefits are provided by the 19 

health carrier. 20 

 (f)  Appeal of Decertification or Denial of Certification. 21 

  (1)  The exchange shall give each health carrier the opportunity 22 

to appeal a decertification decision or the denial of certification as a 23 

qualified health plan. 24 

  (2)  The exchange shall give each health carrier that appeals a 25 

decertification decision or the denial of certification the opportunity for: 26 

   (A)  The submission and consideration of facts, arguments, 27 

or proposals of adjustment of the health plan or plans at issue; and 28 

   (B)  A hearing and a decision on the record, to the extent 29 

that the exchange and the health carrier are unable to reach agreement 30 

following the submission of the information in subdivision (f)(2)(A) of this 31 

section. 32 

  (3)  Any hearing held pursuant to subdivision (f)(2)(B) of this 33 

section shall be conducted by an impartial party or an administrative law 34 

judge with appropriate legal training and in accordance with the Arkansas 35 

Administrative Procedure Act, § 25-15-201 et seq. 36 
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 1 

 23-104-108.  Choice. 2 

 (a)  In accordance with section 1312(f)(2)(A) of the Patient Protection 3 

and Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care 4 

and Education Reconciliation Act of 2010, Pub. L. No. 111-152, a qualified 5 

employer may either designate one (1) or more qualified health plans from 6 

which its employees may choose or designate any level of coverage to be made 7 

available to employees through the Arkansas Health Benefits exchange. 8 

 (b)  In accordance with section 1312(b) of the Patient Protection and 9 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 10 

Education Reconciliation Act of 2010, Pub. L. No. 111-152, a qualified 11 

individual enrolled in any qualified health plan may pay any applicable 12 

premium owed by such individual to the health carrier issuing the qualified 13 

health plan. 14 

 (c)  Risk Pooling. 15 

 In accordance with section 1312(c) of the Patient Protection and 16 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 17 

Education Reconciliation Act of 2010, Pub. L. No. 111-152: 18 

  (1)  A health carrier shall consider all enrollees in all health 19 

plans, other than grandfathered health plans, offered by the health carrier 20 

in the individual market, including enrollees who do not enroll in such plans 21 

through the exchange, members of a single risk pool. 22 

  (2)  A health carrier shall consider all enrollees in all health 23 

plans, other than grandfathered health plans, offered by the health carrier 24 

in the small group market, including those enrollees who do not enroll in 25 

such plans through the Small Business Health Options Program, to be members 26 

of a single risk pool. 27 

 (d)  Empowering Consumer Choice. 28 

  (1)  In accordance with section 1312(d) of the Federal Act: 29 

   (A)  This chapter shall not prohibit: 30 

    (i)  A health carrier from offering outside of the 31 

exchange a health plan to a qualified individual or qualified employer; or 32 

    (ii)  A qualified individual from enrolling in or a 33 

qualified employer from selecting for its employees a health plan offered 34 

outside of the exchange; and 35 

   (B)  This chapter shall not limit the operation of any 36 
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requirement under state law or rule with respect to any policy or plan that 1 

is offered outside of the exchange with respect to any requirement to offer 2 

benefits. 3 

  (2)  Voluntary Nature of the Exchange. 4 

   (A)  Nothing in this chapter shall restrict the choice of a 5 

qualified individual to enroll or not to enroll in a qualified health plan or 6 

to participate in the exchange. 7 

   (B)  Nothing in this chapter shall compel an individual to 8 

enroll in a qualified health plan or to participate in the exchange. 9 

   (C)  A qualified individual may enroll in any qualified 10 

health plan, except that in the case of a catastrophic plan described in 11 

section 1302(e) of the Patient Protection and Affordable Care Act, Pub. L. 12 

No. 111-148, as amended by the Health Care and Education Reconciliation Act 13 

of 2010, Pub. L. No. 111-152, a qualified individual may enroll in the plan 14 

only if the individual is eligible to enroll in the plan under section 15 

1302(e)(2) of the Patient Protection and Affordable Care Act, Pub. L. No. 16 

111-148, as amended by the Health Care and Education Reconciliation Act of 17 

2010, Pub. L. No. 111-152. 18 

 (e)  Enrollment through Agents or Brokers. 19 

 In accordance with section 1312(e) of the Patient Protection and 20 

Affordable Care Act, Pub. L. No. 111-148, as amended by the Health Care and 21 

Education Reconciliation Act of 2010, Pub. L. No. 111-152, the exchange may 22 

allow agents or brokers: 23 

  (1)  To enroll qualified individuals and qualified employers in 24 

any qualified health plan offered through the exchange for which the 25 

individual or employer is eligible; and 26 

  (2)  To assist qualified individuals in applying for premium tax 27 

credits and cost-sharing reductions for qualified health plans purchased 28 

through the exchange. 29 

 30 

 23-104-109.  Funding -- Taxes, fees, and assessments -- Medical loss 31 

ratio -- Publication of costs. 32 

 (a)(1)(A)  As required by section 1311(d)(5)(A) of the Patient 33 

Protection and Affordable Care Act, Pub. L. No. 111-148, as amended by the 34 

Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-152, 35 

the Arkansas Health Benefits Exchange shall be self-sustaining by January 1, 36 
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2015. 1 

   (B)  A budget for the exchange shall be prepared by the 2 

exchange and submitted to the Insurance Commissioner annually for approval. 3 

  (2)  The exchange may charge assessments or user fees to health 4 

carriers up to three percent (3%) of each health carrier’s direct written 5 

premium from health benefit plans sold through the exchange or otherwise may 6 

receive funding necessary to support its operations provided under this 7 

chapter. 8 

  (3)  Any assessments or fees charged to carriers are limited to 9 

the minimum amount necessary to pay for the administrative costs and expenses 10 

that have been approved in the annual budget process, after consideration of 11 

other available funding. 12 

  (4)  Services performed by the exchange on behalf of other state 13 

or federal programs shall not be funded with assessments or user fees 14 

collected from health carriers. 15 

  (5)  Any unspent funding by an exchange shall be used for future 16 

state operation of the exchange or returned to health carriers as a credit. 17 

 (b)  Taxes, fees, or assessments used to finance the exchange shall be 18 

clearly disclosed by the exchange as such, including publishing the average 19 

cost of licensing, regulatory fees, and any other payments required by the 20 

exchange, and the administrative costs of the exchange on a website to 21 

educate consumers on such costs.  22 

 (c)  Taxes, fees, or assessments used to finance the exchange shall be 23 

considered a state tax or assessment as defined under section 2718(a) in the 24 

Public Health Service Act, 42 U.S.C. § 201 et seq., as it existed on January 25 

1, 2011, and its implementing regulations, and shall be excluded from health 26 

plan administrative costs for the purpose of calculating medical loss ratios 27 

or rebates. 28 

 (d)(1)  The exchange shall publish the average costs of licensing, 29 

regulatory fees, and any other payments required by the exchange and the 30 

administrative costs of the exchange on an Internet website to educate 31 

consumers on such costs. 32 

  (2)  This information shall include information on moneys lost to 33 

waste, fraud, and abuse. 34 

 35 

 23-104-110.  Rules. 36 
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 (a)  The Insurance Commissioner may promulgate rules to implement this 1 

chapter. 2 

 (b)  Rules promulgated under this section shall not conflict with or 3 

prevent the application of regulations promulgated by the Secretary of the 4 

United States Department of Health and Human Services under title I, subtitle 5 

D of the Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as 6 

amended by the Health Care and Education Reconciliation Act of 2010, Pub. L. 7 

No. 111-152. 8 

 9 

 23-104-111.  Relation to other laws. 10 

 (a)  Nothing in this chapter, and no action taken by the Arkansas 11 

Health Benefits Exchange pursuant to this chapter, shall be construed to 12 

preempt or supersede the authority of the Insurance Commissioner to regulate 13 

the business of insurance within this state. 14 

 (b)  Except as expressly provided to the contrary in this chapter, all 15 

health carriers offering qualified health plans in this state shall comply 16 

fully with all applicable health insurance laws of this state and rules 17 

adopted and orders issued by the commissioner. 18 

 19 

 23-104-112.  Plan of operation. 20 

 (a)(1)(A)  The Arkansas Health Benefits Exchange shall submit to the 21 

Insurance Commissioner a plan of operation and any amendments thereto 22 

necessary or suitable to assure the fair, reasonable, and required 23 

administration of the exchange. 24 

   (B)  The plan of operation and any amendments thereto shall 25 

become effective upon the commissioner’s written approval or, unless he or 26 

she has not disapproved the plan of operation, within thirty (30) days. 27 

  (2)  If the exchange fails to submit a suitable plan of operation 28 

within one hundred eighty (180) days following June 1, 2011, or if at any 29 

time thereafter the exchange fails to submit suitable amendments to the plan 30 

of operation, the commissioner, after notice and public hearing, shall adopt 31 

and promulgate such reasonable rules as are necessary or advisable to 32 

effectuate the provisions of this chapter. 33 

  (3)  The rules shall continue in force until modified by the 34 

commissioner or superseded by a plan of operation submitted by the exchange 35 

and approved by the commissioner. 36 
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 (b)  The plan of operation in addition to requirements enumerated 1 

elsewhere in this chapter, shall: 2 

  (1)  Establish procedures for handling the assets of the 3 

exchange; 4 

  (2)  Establish the amount and method of reimbursing members of 5 

the Board of Directors of the Arkansas Health Benefits Exchange; 6 

  (3)  Establish regular places and times for meeting, including 7 

telephone conference calls of the board; 8 

  (4)  Establish procedures for all record keeping required in this 9 

chapter; 10 

  (5)  Establish a conflict of interest policy for the board; and 11 

  (6)  Contain additional provisions necessary or proper for the 12 

execution of powers and duties of the exchange. 13 

 14 

 SECTION 8.  LEGISLATIVE CONSTRUCTION AND INTENT. 15 

 (a)  The General Assembly declares that: 16 

  (1)  This act is not to be construed as either resisting or 17 

supporting the Patient Protection and Affordable Care Act, Pub. L. No. 111-18 

148, as amended by the Health Care and Education Reconciliation Act of 2010, 19 

Pub. L. No. 111-152; and 20 

  (2)  The sole intent of this act is to maintain the current 21 

localized regulation of health insurance in the State of Arkansas. 22 

 (b)  If any provision of the Patient Protection and Affordable Care 23 

Act, Pub. L. No. 111-148, as amended by the Health Care and Education 24 

Reconciliation Act of 2010, Pub. L. No. 111-152, is held to be 25 

unconstitutional in a final, nonappealable order or is repealed by the United 26 

States Congress, any part of this act affected by the unconstitutional or 27 

repealed provision shall be null and void. 28 

 29 

 SECTION 9.  EFFECTIVE DATE. 30 

 (a)  Section 23-61-103(a)(2) and Section 7 of this Act shall not take 31 

effect until the earlier of either: 32 

  (1)  A ruling by the United States Supreme Court that the 33 

Patient Protection and Affordable Care Act, Pub. L. No. 111-148, as amended 34 

by the Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111 35 

– 152 is constitutional; or 36 
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  (2) November 15, 2011. 1 

 (b)  The Insurance Commissioner shall not spend any monies given 2 

through a federal grant dealing with the Patient Protection and Affordable 3 

Care Act, Pub. L. No. 111-148, as amended by the Health Care and Education 4 

Reconciliation Act of 2010, Pub. L. No. 111 – 152, unless approved by all 5 

appropriate legislative bodies pursuant to existing appropriation 6 

requirements, and until the earlier of either: 7 

  (1)  A ruling by the United States Supreme Court that the Patient 8 

Protection and Affordable Care Act, Pub. L. No. 111-148, as amended by the 9 

Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111 – 152 10 

is constitutional; or 11 

  (2) November 15, 2011. 12 

 (c) Nothing in subsection (b) shall be construed to limit or prevent 13 

the commissioner from either spending any portion of the federal grant monies 14 

already procured by the State Insurance Department, or attempting to procure 15 

additional federal grants prior to the dates specified in subsection (b). 16 

 17 

/s/Allen 18 

 19 

 20 

 21 

 22 

 23 

 24 

 25 

 26 

 27 

 28 

 29 

 30 

 31 

 32 

 33 

 34 

 35 

 36 
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