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The bill provides for two significant new programs designed to provide more
affordable access to coverage for health care, primarily for individuals who are
uninsured and small employers.

Cover Florida Health Access Program

Creates the "Cover Florida Health Access Program Act,” which is designed to
provide affordable health care options for uninsured residents. The program will
allow insurers, HMOs, health-care-sponsored-organizations, or health care
districts to offer consumers a choice of benefit plans at affordable prices. A Cover
Florida plan entity must provide non-catastrophic coverage and may provide
catastrophic coverage, supplemental insurance, and discount medical plan
product options to enrollees.

Enrollment Eligibility Requirements:

* Resident of Florida;

* Ages 19 to 64,

* Not covered by private insurance or eligible for public insurance; and
 Uninsured for at least the prior 6 months, with exceptions for persons who lost
coverage within the past 6 months under certain conditions.

Administration of the Cover Florida Health Access Program:

The Agency for Health Care Administration and the Office of Insurance Regulation
are jointly responsible for establishing and administering the program. The agency
and the office are required to issue an invitation to negotiate no later than July 1,
2008, to health insurers, health maintenance organizations, health care provider-
sponsored organizations, and health care districts ("Cover Florida plan entities").
The agency and the office are required to approve at least one Cover Florida plan
entity having an existing statewide provider network, and may approve at least one
regional network plan in each Medicaid area.

Changes in plan benefits, premiums, and forms are subject to regulatory oversight
by the agency and the office. The agency is required to ensure that the plans
follow standardized grievance procedures. The office and the agency are required
to submit an annual report to the Governor, the President of the Senate, and the
Speaker of the House of Representatives on the status of the program.


http://election.dos.state.fl.us/laws/08laws/ch_2008-032.pdf

Health Flex Plan Program

The Health Flex Plan Program was established to offer basic affordable health
care services to low income, uninsured residents. The amendment provides the
following changes to the program:

» Expands the population eligible to purchase health flex plans by raising the family
income limit from 200 to 300 percent of the federal poverty level (FPL).

* Allows a person who is covered under subsidized Medicaid or KidCare coverage
and who lost eligibility due to the income limits to apply for coverage without a
lapse in coverage if all other requirements are met. Under current law, these
persons would be required to be uninsured for the prior 6 months prior to enrolling
in a health flex plan.

» Expands the population eligible for health flex plans by allowing individuals who
are covered under an individual contract issued by an HMO that has an approved
health flex plan, as of October 1, 2008, to enroll in the HMO's health flex plan.
These individuals would not be subject to the current requirement of being
uninsured for the prior 6 months.

* Allows a person who is part of an employer group with at least 75 percent of the
employees having income equal to or less than 300 percent of the FPL and not
covered by private insurance during the last 6 months to be eligible for coverage. If
the health flex plan is an insurer, only 50 percent of the employees must meet the
income test.

» Extends the expiration date of the program from July 1, 2008 to July 1, 2013.

Florida Health Choices Program

The bill creates the Florida Health Choices Program ("program™). The program is
designed to be a single, centralized market for the sale and purchase of health
care products including, but not limited to: health insurance plans, HMO plans,
prepaid services, service contracts, and flexible spending accounts. Products sold
as part of the program would be exempt from regulation under the Insurance Code
and laws governing health maintenance organizations.

Authorized Vendors

The following entities are authorized to be eligible vendors of these products and
plans:

(1) insurers authorized under ch. 624, F.S.,

(2) HMOs authorized under ch. 641, F.S.,

(3) prepaid health clinics licensed under ch. 641, part II, F.S.,

(4) health care providers, including hospitals and other licensed health facilities,
health care clinics, pharmacies, and other licensed health care providers,

(5) provider organizations, including services networks, group practices, and
professional associations, and



(6) corporate entities providing specific health services. Vendors may not sell
products that provide "risk-bearing coverage" unless those vendors are
authorizedunder a certification of authority issued by the Office of Insurance
Regulation under the Florida Insurance Code. Vendors are required to make all
risk-bearing products offered through the program guaranteed-issue policies,
subject to preexisting condition exclusions established by the corporation.

Administration of the Program

The bill creates Florida Health Choice, Inc., as a not-for-profit corporation under
ch. 617, F.S. The corporation will administer the program and function like a third-
party administrator (TPA) for employers participating in the program. The
corporation is responsible for certifying vendors and ensuring the validity of their
offerings. The corporation is governed by a fifteen member board, four members
appointed by the Governor, four members appointed by the Senate President, four
members appointed by the Speaker of the House of Representatives, and three
ex-officio, non-voting members from the following agencies: Agency for Health
Care Administration, Department of Management Services, and the Office of
Insurance Regulation. The board members may not include insurers, health
insurance agents, health care providers, HMOs, prepaid service providers, or any
other entity or affiliate of eligible vendors.

The corporation is subject to the ethics (conflict of interest) requirements of part 11l
of ch. 112, F.S., as well as the public records and public meetings requirements of
chs. 119 and 287, F.S. Board members are entitled to per diem and travel
expenses but no other compensation is allowed. The board may secure staff and
consultant services necessary to the operation of the program. A total of $1.5
million (the sum of 3 separate appropriation categories) in non-recurring

funds is appropriated from the General Revenue Fund to fund the program.

Eligibility and Enrollment

The bill provides that small employers (1-50 employees), certain eligible
individuals, cities (population less than 50,000), fiscally constrained counties,
municipalities having a population of fewer than 50,000 residents, school districts
in fiscally constrained counties, and statutory rural hospitals are eligible to enroll.
Eligible individuals include individual employees of enrolled employers, state
employees ineligible for the state group insurance plan, state retirees, and
Medicaid reform participants who opt-out.

Pricing; Risk Pooling

Prices for products sold through the program must be based on age, gender, and
location of participants. The corporation must develop a methodology for
evaluating the actuarial soundness of the product, which methodology must be
reviewed by the OIR. The corporation must use the methodology to compare the



expected costs and benefits of the products, which must be reported to individuals
participating in the program. Prices must remain in force for at least one year. The
corporation must add a surcharge not to exceed 2.5 percent to generate funding
for administrative services provided by the corporation and payments to buyer's
representatives (including insurance agents).

The program must utilize methods for pooling the risk of individual participants and
preventing selection bias, including a postenroliment risk adjustment of the
premium payments to the vendors. Monthly distributions of payments to the
vendors must be adjusted based on the assessed relative risk profile of the
enrollees in each risk-bearing product for the most recent period for which data is
available.

OIR Recommendation on Risk-Bearing Products

Prior to making a risk-bearing product available through the program, the
corporation must provide information on the product to the OIR. The OIR has 30
days to review the product and make a recommendation that it should, or should
not, be made available through the program. If the OIR recommends that a risk-
bearing product should not be made available, the product may be offered only if a
majority of the board vote to include the product.

Florida KidCare Program

The Florida KidCare program is primarily targeted to uninsured children under age
19 whose family income is at or below 200 percent of the federal poverty level.
The bill makes the following changes to the program:

» Expands eligibility and enroliment for the KidCare program by eliminating the 10
percent cap on enrollment for MediKids (ages 1-5) and Healthy Kids (ages 6-19)
enrollees who have a family income of greater than 200 percent of the federal
poverty level and pay full premiums. These enrollees must pay the full cost of the
premium (unsubsidized).

» Requires Healthy Kids Corp. to submit a report to the Legislature and Governor,
by February 1, 2009, on the premium impact to the subsidized portion of KidCare
from the inclusion of the full pay program, and recommendations on how to
eliminate or mitigate possible impacts to the subsidized premiums.

Dependent Coverage

The bill requires individual and group health insurers and HMOs to offer
policyholders and certificate holders (parents) the option to continue coverage of
their children on their family policy until age 30, if the child is: (1) unmarried with no
dependents; (2) a resident of Florida or a full-time or part-time student; and (3)
does not have insurance coverage under any private or public plan.



The bill maintains the current law that requires dependents to be covered until age
25 if the child is dependent upon the parent for support and who either lives in the
household of the parent or is a full-time or part-time student. However, this
requirement currently applies only to group health insurance policies, which the bill
applies to individual health insurance policies and to all HMO contracts.

Insurance Code Exemption for Certain Religious Organizations

The bill creates an exemption from the Florida Insurance Code for nonprofit
religious organizations that qualify under Title 26, sec. 501 of the IRS Code. In
order to meet this exemption, the nonprofit religious organization must:

* Limit its membership to members of the same religion;

* Act as an organizational clearinghouse for information between participants who
have financial, physical, or medical needs and those with the ability to pay for the
benefit of those members in need;

* Provide for medical or financial needs of participants through payments directly
from one participant to another;

» Suggest amounts that participants may voluntarily give with no assumption of risk
or promise to pay either among the participants or between the participants.

END



