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NATIONAL HEALTH INSURANCE
Brief Outline of Pending Bills

Health Security Act—S. 3/H.R. 22

(SENATOR EDWARD M. KENNEDY/REPRESENTATIVE MARTHA
GRIFFITHS)

A. General Approach

A national health insurance plan, administeréd by the Federal
Government, covering all U.S. residents, comprehensive in benefits,
and financed by a combination of payroll taxes and general revenues.
Includes provisions intended to mmprove quality and efficiency of
health care delivery system; medicare would be repealed, but medicaid
would contintie as a supplemental program.

B. People Covered

All U.S. citizens and aliens admitted for permanent residence would
be covered. Allows for reciprocal and “buy-in”’ agreemerts to cover
certain notiresident aliens and in some cases U.S. residents (raveling
abroad.

C. Scope of Benefits
Comprehensive health benéfits, inclitding physician services, in!;i/
tient. and outpatient hospital care, home health services, supportit

services such as optometry, podiatry, devices and appliances, subject
to the following exclusions:

(1) Dental care initially limited to children under 15; covered
age group extended in each of succeeding 5 years until all'under
age 25 are coveréd. Once eligible, an individual is subsequéently
covered regardless of age. Timetable would be established to
phase-in dental benefit to entire population.

(2) Drug benefit limited to inpatient drugs, specified drugs
necessary for chronic conditions, drugs provided through HMOs
or professional foundations.

(3) Skilled nursing home care initially limited to 120 days with
provision for expansion when feasible or when facility is owned
or managed by a hospital.

(4) Inpatient psychiatric care limited to 45 days per year
for active treatment; linit of 20 consultations per year for
outpatient psveliiatric care if provided by solo practitioner, with
no limit if provided through HNO.

Benefits are covered in full with 1io deductibles, coinsurance, waiting
periods, maximums, or cutoffs other than the limitations described
above.

Effective date for benefits is July 1 of second calendir year following
enactment.
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D. Payment to Providers

A total area bidget would be estalilished for all services. Hospitals,
skilled nursing hoiiies, honie hedlth agencies wotild be paid on basis of
negotiated budget designed to pay reasonable costs. Such payments
would constitiute virtually the total income of a hospital. Health
maintenance organizations or professional foinidations would be paid
by capitation or approved budget. Independent physicians and den-
tists could be paid on fee-for-service basis or by eapitation. Payments
to practitioners would' come from earmarked portion of total aren
budget. Supplémental stipends could be paid to practitioners locating
in remote or deprived arens. System cotld also retniburse practitioners
for costs of continting professional education. The Health Security
Board would establish schedules of allowances for fee-for-service
reimbursement,
E. Administration

Direet Federal adminiztration by a 5-member Health Security
Board within Department of HEW. National Health Security Advi-
sory Couneil, representing consuniérs, providers of care, health orga-
nizations, ete., would advise Board on program operation. Regional
anthorities would be given strong diseretionary powers. The program
would substantially supplant private health instirance.

F. Financing

Financed by a 3.5% tax on employer’s payrolls (369 of costs);
1.09%, tax on employees’ wages and on unearned income up to $15,000
a vear (129% of costs); 2.5% tax on self-employed (2% of costs); and
the balanee (50%) from Federal general revénues. Anniial taxable
wage base for entployed persons would always be 1259 of the socia
security wage base. Employers would pay on total payroll wit
maximum. Persons over age 60 could exempt the first $3)
unearned income from the 1% health tax.

Employers could agree to pay part or all of their eniployees’ requiréd
('(mtri[)iltion. Program would not alter existing employer obligations
to purchase health betefits for present or formér employees and would
reqiiire employers to absorb all or part of the employees’ tax if employ -
er's current obligation for health benefits exceeded 3.5% of payroll.

G. Cost Estimates

Commiittee for National Health Insurance estimate: program would
cost 873 billion in fiscal year 1976, of which $21 billion represents
money which would have been spent. on medicare and medicaid,

H. Other Major Provisions

Authorizes a total of $600 million for a Health Resotirees Develop-
ment Fund to be used in two years preceding program’ dperation for
development of health manpower, edtieation, training, group practice,
ete. A}lcr the program is in effect, 5% of the Health Security Trust
Fuiid would be set aside for these purposes. Establishes national
standards for providers and ineentives to encotirage preventive health
care and formation of HMOs and professional foundations. Waonild
establish at the Federal level a Commission on the ({n"s‘ility of Care
to assess standards and regulations safeguarding quality of services
under the program.

¥




Health Care Insurance Act—S. {1i/H.R. 2222

(SENATORS CLIFFORD P. HANSEN, YANCE HARTKE/REPRESENTA-
TIVES RICHARL H. FULTON, JOEL T. BROYHILL)

A, General Approach

A voluntary health insurance program called “medicredit,” under
which the Federal Government would pay health insurinee premiims
for the poor, and allow income tax eredits for all others toward the
purchase of private health insurance plans, The amount of tax eredit
would include 1) 100% of premiam charges for catastrophic in-
surance plins and 2) an income-related percentage of premium
charges for other health insurdnee providing certain basic benefits
approved by the Government. Medicare would continiue as ¢t present.
B. People Cotered

The total population under age 65 woilld be eligible. Those with no
Federal income tax liability would receive full payment of their
health insurance premium costs. For all others, the Federal share
of health insurance premittms gradually decreases from 99% until

those with a tax liability of $891 or more would get a tax credit of 10%
of premium cost.

C. Scope of Benelfils

A lealth eare policy, in order to quulify under this program for
purposes of a tax credit, would have to provide, at & minimfiim, t}/
following benefits:

(1) 60 days hospitalization (with days in skilled nursing
facility counting as ¥ hospital day or 2 days of nursing hoine care
for each hospital day), including nursing services, drugs, blood,
appliances, maternity and psvehintric eare, physical therapy—
subject to $50 deductible.

(2) Home health services, ambulance service, emergency or
outpatient hospital services (including diagnostic services, X-rays,
lab tests, ete.)—subject to 209, coinsurance on first $500 of
expense.

(3) Medical care by physician, in hospital or office, including
dingnosis and treatment, psychiatric care, imminizations,
hysicdl exams, lab services, radiation therapy, maternal and well-
mby care—subject to 2097 coinstirance,

(4) Dental care for children ages 2 through 6 years, and emer-
geney dental services and oral surgery for all ages (age limit to be
gradually increased to cover all under age 18)—subject to 209,
coinsurance on first $500.

(5) Catastrophic coveriage—unlimited hospital days, up to 30
additional days in skilled ninsing facility, otpatient blood and
plasma after first 3 pitits, prosthetic aids. All subjéet to deductible
of 109% of combined taxable income of eligible and dépendént
beneficiaries, reduced by total of deductibles and coinsurdnce
incurred under basic coverage.

(3)
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D. Payment to Providers
Usual and customary charges for all services, including hospital
and extended care.

E. Administration

Establishes Health Insurance “Advisory”” Board to write poliey and
regulatiors. Private insurance companies would ecach administer their
own approved policies.
F. Financing

Costs of health insurance for the poor wotld be met by Federal
general revenue expenditures and by reductions in Federal income tax
collections for those receiving tax credits,

G. Cost Estimates

Sponsor estimates cost of program to be $12.1 billion for first full
year of operation.



National Catastrophic IlIness Protection Act—S. 587/H.R. 1054

(SENATOR J. GLENN BEALL/REPRESENTATIVE ROBERT A. ROE)

A. General Approach

A Federal health reinsurance program, designed to encourage the
development by the private insurance industry of policies which woiild
provide extended coverage against the costs of eatastrophic illness,
The Governmient would reinsure against losses in instances where
private insurance companies paid out more in benefits than they
received in premiums. Involves creation of state-wide plans for
extended health insurance coverage which insuirers or state-wide pools
of insurers would be required to offer all cligible individuals at a
reasonable cost in order to qualify for Fedéral reinsurance program.
B. People Covered

Individual State resident (and his depenidents) who makes appro-
priate appli¢ation for such extended instirance coverage.

C. Scope of Benefits

A catastrophic health insurance plan offered by private insurers
would be designed to cover costs of any and all medical care rather
than specified benefits. Before payments woiild be made under the
plan, a sliding deductible baséd upon adjusted income of an individual
or family would have to be satisfied. The deduetible would be e(iuW
¥ of the amoiimt by which the individuiil or family’s adjusted incémie
exceeeds $1,000 but does not exceed $2,000, plus all of the amount by
which such adjusted income exceeds $2,000. (A person with an adjusted
income of $10,000 woitld have a dediiétible of $8,500; an individual
with adjusted inconie of $5,000 would'have a $3,500 déductible.) The
deductible would be reduced by the amount of any out-of-pocket pay-
ments or any public or private third-party payments made on behalf
of an insured person.

D. Payment to Providers

Present methods under private insurance.
E. Administration

Federal Governmerit role maiiily limited to contracting with private
insurers for reinsurance coverage. An insurance company would pay
the Government certain premittims or fees for reinsiirance. HEW
woulil also set prémium rates to be used by private insurers in charging
individuals for catastrophic health insurdnee plans, State insurance
authorities would develop state-wide plan for extended coverage and
would provide for pooling of risks among private instirers within a
State. Where a state-wide plan cannot be establislied, private insurers
wotld deal diréetly with the Federal Government.

(5) ol



F. Financing

(‘atastrophic insurance would be financed by means of payments of
premitims to private insurers. The Governmenit’s reinsurance program
would be financed through premiums paid by private insurers into a
National Catastrophic Iliness Insurance Fund.

G. Cost Estimates
HEW estimate of additional cost to Federal taxpayer, fiscal year
1974—8$3.3 billion.



National Health Insurance and Health Improvements Act—
S. 915

(SENATOR JACOB K. JAVITS)

A. General Approach

A national health insurance plan established through a gradual
expansion of the medicare program to cover the general population.
Benefits would be broadened to include certain services not presently
covered under medicare. The medicare Part B premium would be
climinated. Medicaid would be continued.

B. People Covered

Medicare would be extended to all those over 65, the disabled,
widows over 60, and widowers over 62 effective July 1974. Effective
July 1976, the program would be extended to all citizens and aliens
admitted for permanent residence.

C. Scope of Benefits
Same benefits as under medicire at the beginnifig:

(1) 90 days of hospital care with $60 déductible and coin-
surance of $15 per day after 60th day.

(2) 100 days post-hospital extended care with coinsurance of
$7.50 per day after 20th day.

(3) Physician and related services including outpatient diag-
nostic services, home health services, and physical therapy. . /

Additional benefits would be pliased-in, as follows:

(1) Maintenance drugs for chronic conditions, effective July
1976.

(2) Annual physical examinations, effective July 1977.

(3) Dental care for children under 8, effective July 1977.

D. Peyment to Providers

Until July 1, 1976, reasonable cost for hospitals and institutions
and reasonable charges for physicians (as under méiiciire). ‘Thereafter,
new methods, developed in interim, may be employed.

E. Administration

Essentially the sume as medicare. Federal administration using
private carriers, interinediaries, and State health agencies for appro-
priate roles. New public insurance corporations could be set up to
administer the program if private carriers and intermediaries could
not do so properly.
F. Financing

Financed by taxes on employers, employees, and self-employed
(3.39% each in 1976 and thereafter) with Federil general revenue
contributions equal to )% of the amount collected through payroll
taxes. Annual taxable wages for workers would be $15,000; for em-
ployers, no taxable wage base would apply.

(7)



G. Cost Estimates
HEW estimste of additional cost to Federal taxpayer, fiscal vear
1974—8$41.6 billion.

H. Other Major Provisions

Individials ean “elect out” of program by sccuring coverage from
private insurers offering comparable or better protection and theréby
exempt themselves from payroll taxation for Federil-health insurance.
Employer plans may qualify in lieu of Federal program if they pay
75% of the cost and the protection is better than the Government
plan. Provides incentives for growth of comprehensive henlth service
systems which would benefit from cost-suvings for eflicient operation.



National Health Care Act—S. 1100/H.R. 5260

(SENATOR THOMAS J. McINTYRE/REPRESENTATIVE OMAR BURLESON)

A. General Approach

A program which would provide financial assistance for State health
care insurnnee plans for the poor and uninsurable and set o Federal
Minimum Standard Health-care Benefits Program us u condition of
eligibility for inereased Federal income tax deduétions for the costs of
private hedlth insurance coverage. Individuals who itemize deductions
would be allowed an unlimited tax deduetion from income eqal to
all premiums paid under health plans meeting the minimum standards.
An_employer would be eligible for a tax deduction equal to 1009,
of his costs in providing a qualified hedlth plan to his employees.
However, if an employer fuiled to establish and maintain a qualificil
health plan for his employees, no tax deduetion would be allowed for
premium expense of plans in non-compliancee with the requirements
of the bill. The program would supplement Medicare and Medienid,

B. People Covered

Persons on public assistance would be covered through qualified
State health-care plans at no expense to themselves. Uninsurable
individuitls and those with low-incomes could enroll at n modest cost
in the State plan. All other individuals participating in a qualified
health eare plan who itemize deductions woiild be entitled to receive -
increazed tax deduetions for insurance premium expenses. /

C. Scope of Benefits

Different levels of minimtm benefits would be required for private
group and individual plans and for State pool plans for the poor,
near poor, and previously uninsurable, with the State pool plans
initially being more comprehensive. Effective January 1, 1975, the
private groiip and individual plans would include the foliowing:

(1) 30 days hospitalization—subject to $5 copayment.

(2) 60 days skilled nurding home services—subjeet to $2.50 per
day copayment.
(3) 90 dayx home licalth services—subjeét to $2.50 per day
copayvment.

(4) All dingnostie, X-ray, und Iab exams on an umbiilatory
basis—no iniit and no copayment.

(6) 3 visits per year to physician in office or ambulatory

- coenter—3$2 copayment per visit,

(6) Unlimited visits for outpationt surgery and radiation
therapy—$2 copaymeént per visit,

(7) 6 exams for well-baby care—no copayment.

(8) Unlimited inpatiént physiciin services—$2 copaynient por
day, for 1st 30 days, $5 per day thereafter,

(9) Catastrophic coverage—any individual who incurs $5,000
i medieal expenses  (inchiding  expenses reimbirsed by in-

(9)
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surance) within 12 consecutive months would imiedintely be-
come entitled to the maxiiitum level of betefits outlined in the
bill, irrespective of the phasing-in period, and up to $250,000.
Effective July 1, 1974, State pool plans would be identical to the
above but also include the following henofits:

(1) Physician visits—6 per year.

(2) Hospitalization—120 days.

(3) Skilled nursing facility—120 days.

(4) Well-baby care-—12 visits during 1st two years.

(6) Home health services—180 days.

(6) Additional benefits—dental care for children under 19 (1
annual oral exam—no copayment; fillings, extractions, denttires—
209, coinsurance), preseviption dreugs (81 per prescription),
physical therapy (209, coinsurance); family planning services,
prosthetic aids (20% coinsurance), maternity care (209 co-
msurance).

By January 1, 1980, private grotip coverage would be expanded to
cover the initial State pool plan level of coverage. Subsequent benefit
improvements are provided for in futare years.

[for the private group and individual plans, coinsurance up to 20%
could be substituted for the copayments applicable to covered benefits,
and an additional annual deductible could be imposed. However, in
the case of employees and their dependents, covered by a qualified
employee health care plan, the sum of these copayments and de-
duetibles could not exceed 81,000 for a calendar yvear.

Aggregate copayments for the low-inconie under a State pool plan
would be income-related; for wiinsurable individuals under a State
plan, a 81,000 ceiling would be placed on aggregate copayments.

D. Payment to Providers

Payments would be limited to the 75th percentile of prevailing
charges [or professional services and for institutions, to rates approved
by a State Health Care Institutions Clost Comntission.

E. Administration

Private insurers woiild each administer their own policy for qualified
grotp and individual plans. For the qualified State health-care plans,
cach State would set up a health insurance pool, a portion of the risks
of which private insurers would be required to underwrite. One or more
private conipatiies would be designated to admiiister the State plan.
Premitiin rates for the State plans would be determiinéd within eath
State, subject to review by IEW.

F. Financing

Costs of protection for all people not insured through a State pool
would be borne by eniployers, employees and the self-eniployed
through premium payments to private insurance compaies, and
indirectly by the Federal Govermiment through tax deduetions for
these premium expenses.

A State pool waiild be financed with premium payments from the
uninstirdable, partial préiitm payments from the near-poor, and
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Federal-State contribitions to subsidize, in part, costs of protection
for the near-poor, and in full, the costs of protection for wellare
recipiefits. Contributions of the near-poor would vary with income.

The Federal matching payments wotld vary with a State’s per
capita income and range from 70% to 90%. Federal mateliing pay-
ments wotld come from general revenue funds.,

G. Cost Estimates

Sponsor estimates cost of program to taxpayers to be $8.1 billion
in new taxes for first full year of operation (fiscal year 1976).
H. Other Major Provisions

Includes provisions intended to 1) increase and redistribute sup-
ly of health manpower; 2) promote ambulatory care; 3) strengthen
Iwall-h planning; 4) improve cost and quality controls for health
services,

31-947 O - 74. 3






Catastrophic Health Insurance and Medical Assistance Reform
Act—S. 2513/H.R. 11079

(SENATORS RUSSELL ‘B, LONG, ABRAHAM RIBICOFF/REPRESENTATIVE
JOE D. WAGGONNER

A. General Approach

A national program of catastrophic health insurarice for all persons
covered by the social security system, their spouses and dependents,
woiild be adiministered by Social Security and would supplement
existing private health insurance protection for basic benefits. A
uniform national program of mdical benefits for low-income persons,
adninistered by the Social Security Administration, would replace
the existing medicaid program. A voluntary Federal certification
program for basic private health insurance would be established to
encourage private insurers to make adeqiiite basic coverage available
in all areas to all citizens at reasonable premium rates. No insurer
could serve as a medicare or low-income plan carrier or intermediary
who did not offer such coverage.

B. People Covered

Under the catastrophic health insurance plan, all persons fully or
currently insured tnder social security, their spouses and depentlerits,
and all socinl security beneficinries would be eligible for protection.
“Buy-in"’ agreements for State and local governmental employees not
covered by Social Security.

The Medical Assistance Plan for low-income persons would be
available to all individuals and families having an amiual income at or
below the following levels: $2400 or an individual; $3600 for a two-
person family; $4200 for a three-person faniily ; 84800 for a four-person
family; and $400 additional for each additional faniily member. No
assets test would be applied in determining eligibility. Income eligi-
bility levels would be linked to a “spentlzdown” provision under which
an individual’s or family’s income would be reduced by their inctirred
health expenses.

Voluntary certification plan—estimated nuifiber unknown.

C. Scope of Benefits

Catastrophic insurance would cover the same kinds of services as
currenty provided under Parts A atid B of medicare, except thit there
wolilid be no upper lintitations on hospitals days or home hedlth visits.
Benefits excluded from medicare would dlso be excluded under this
program. However, unlike medicare which provides basic coverage,
the catastropliic henlth-insurance program wéitld provide hospital and
extended eare benefits only after an individual had first been hos-
pitalized for a total of 60 days in one year; and médical benefits only
aftev a family had incurred medieil expenses of $2000 f6r physicians’
services, home health visits, physical therapy services, laboratory and
X-ray services and other covered mc‘dich‘ aind health services. For

(13)
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contined services thereafter, the beneficiary wotlid be responsible
only lfor coinsurance amotints (subject to a ceiling of $1,000 per family)
equal to:

(1) % of the medicare inpatient deductible at that tinie, for
each additional day of hospitilization;

(2) % of the medicare inpatient deductible for each day of post-
hospital institutionalization in an extended care facllity; and

(3) 20% of medical expenses exceeding $2,000.

The Medical Assistance Plan for the low-income would cover the
following benefits, generally withott deduetibles or coinsurance except
as noted below:

(1) 60 days of inpatient hospital services during a benefit period
(catastrophic coverage picks up 61st and subsequent days).

(2) All medically-necessary skilled nmirsing facility care, inter-
mediate care, and home health services.

(3) Al medically-necessary medical and other heilth services
(including physician’s services, laboratory and X-ray services)—
$3 per visit copayment for each of the first 10 outpatient phy-
sicinns’ visits per family. :

(4) Pre-natal and well-baby care (no $3 copayment for well-
baby visits).

(5) Family planning counseling services and supplies (no $3
copayment for family planning visits).

(6) Periodic screening, diagnosis, and treatment for children
under age 18,

(7) Payment of the Part B medicare premium for eligible
individuals.

(8) Payment of any coinsurance required imder the catastrophic
insurance plan for eligible individiiils; for persons not eligible for
catastrophic instirance, payment for benefits covered under that
plan.

(9) Routine immimizations.

(10) Inpatiént mental health eare consisting of active care and
treatment. in an accredited institution; outpatient care in a
qualified commniunity mental hedlth center; outpatient psychi-
atric services limited to 5 visits related to “crisis” intervention,
plus additiondl visits when authorized in advance.

D. Payment to Providers

Payments made to practitioners and providers of services under
both the eatastrophic insurance plan and the Medical Assistance Plan
would be subject to the same reimburserient controls as under medi-
care. Reinibursement controls wotild inclide the payment of audited
“reasonable costs” to participating institutions and_nagencies, and
“reasonable charges” to practitioners and other suppliers. However,
payments made unideér the Mediéal Assistance Plan, along with any
required copayment, woilld have to be aceeptéid by provideis and
practitioners as paynient in full for the services rendered, and no person
accepting such payment could charge additional amoiints. Quality,
health and safety standards, and tilization controls used in the niédi-
care program woilld also apply.



E. Administration

Same as medicare.
F. Financing

"The catastrophic plan woild be fininced by a Federal payroll tax on
employers, employees, and se!f-capioyed (0.3% in 1975-77, 0.35%,
in 1978-81, 0.49% in 1982 and ihereaftér). Trust fund for FFederal
Catastropliic Health Instrance would be completely separate from
other trust funds operating undér Social Security programs.

The Medical ssistance Plan wold be financed from general
revenues, just us the Federal share of the current medicaid program is
now financed, and also with State funds. A ceiling would be placed on
the amount of State contrilstitions. States would contribute a fixed
amount equivalent to their total expenditures from State funds under
medicaid for the types of benefits covered iinder the Medieal Assistanee
Plan during the year prior to the effective date of this program. In
addition, a State woulil also pay 509 of the estimated amount that the
State and local governmetits have expended in that same base year for
provision of these types of services to people not covered under medi-
(l'ni(l who would, however, be covered under the new Medical Assistance

’lan.

G. Cost Estimates

Sponsor estimates cost of catastrophic plan to he $3.6 billion in the
first. full year of operation (effective July 1, 1974). Sponsor estimates
cost of Mediecal Assistance Plan to be $5.3 billion in general revenues
above present Federal-State expenditures for medieaid  (eflective
July 1, 1975).

H. Other Major Provisions

A voluntary certifieation program wotilid be set up at the Federal
level for private health insurance covering basie henefits. Certifieation
wottld be based upon eriteria such as adequacy of coverage, conditions
of eligibility, reasonableness of premitims to benefits, ete. Three years
after the effective date of this provision, no private insurer could serve
as o medicare carrier or intermediary unless it offered one or more
certified policies (o the general public in each geograpliic or service
area in which it did business.
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Health Rights Act—S, 2756
(SENATORS HUGH SCOTT AND CHARLES PERCY)

A. General Approach

Establishes two separate health insurance programs (o supplenent
existing private health insurance protection—1) n Federally-ndiin-
istered inpatient plan designed to cover costs of catastrophie illiess;
2) an optional otltpatient health maintenance plan administered by
private insurers under contract to the Government. Inpatient plan
would pay for covered benefits when a fumily’s or individaal’s médienl
expenses exceeded a “health cost ceiling.” Outpatient plan would
pay for covered services above a specified detlietible. Would replace
medicare and repeal the Federal Employees Health Benefits program
and Retired Federal Employees Health Benefits program; medieaid
would pay only for services not. covered undeér inpatient plan.

B. People Covered

All US. residents and aliens admitted for permunent residenee
would he entitled to benefits. Reciprocal agreements could be ar-
ranged to cover aliens temporarily residing in U.S. and employed by
foreign countries.

C. Scope of Benefits

Inpatient plan would pay 1) all costs for covered services (listed
below), once a family’s or individual’s medieal expenses exceeded a
“health cost ceiling,” based on family income and size, and 2) 509, of
costs of covered services when such expenses exeeed ed ¥ of the health
cost ceiling. (For oxampl‘o, o family of 4 with income of $10,000 would
have a health cost celling of $545. Onee medieal expenses reached
$272.50, the inpatient plan would pay 509 of additional métieal ex-
penses up to $545, then 1009, of costs beyond that.)

Inpatient plan would cover following services:

(1) Inpatient hospital services.

(2) Inpatient tuberculosis hospital services,

(3) Inpatient psychiatric hospital services—60 days per year,
with individual Iifetime maximum of 180 days.

(4) Secondary care services.

(5) Post-inpatierit home health services.

Outpatient plan would pay for all covered services above an indi-
vitlim((Ic(l((ielil)le of $50 per year, with lower deduetibles for the poor.
An additional $25 dedfietible wouild be applied to covered dental
services.
Outpatient plan would cover the following:
(1) Physiciahs’ services, inclitding diaghostic exams, limited
physical exams, pre-natil care, 2 well-child care exams per year
for children between birth aid age 4.

(17)
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(2) Outpatient physical therapy.
(3) Home health services.
(4) Up to 26 outpatient psychintric visits per year, with a life-
time maximiim of 104 visits.
(5) Dental services (exelusive of most orthodontin) for children
under age 11,
(6) Long-term maintennnee drugs.
Benefits woulil heeome effective July 1, 1975,
D. Payment to Providers ‘

Provides that payment to providers of services under inpatient plan
would be in accordance with regulations of the Secretary of HIEW. For
outpatient plan, insurance carriers or other administrative interme-
diavies who have contracted with the Government to administer the
plan within a partieular region would reinmburse providers of services,
in aceordance with HEW regulations.

V. Administration

An Office of Health Care would be established in the Department of
HEW to administer, through its regional offices, the Government’s
inpatient plan. Private carriers under contract to HEW would be
assigned responsibility for administering thie outpatient plan within
a particular region or subregion. A National Professional Standards
Review Coundil would veview the operations of PSROs in cach State
and would also review overall adiiinistration of the health beneéfits
yogram, develop minintim national standards for participating
ealth personnel and organizations, compile a generic list of drugs for
use by participating institutions and HNIOs, ete. Providers would be
reqttired to have a utilization review program. HEW could contract
with health maintenance organizations to provide all services covered
under both inpatient and outpatient plans.

F. Financing

Inpatient. plan would be finaneed in part through the present health
insurance portion of Social Security payroll taxes and in part through
aeneral revenues. Suppleméntry outpatient plan would be financed
through individual premium payments which would be supplemented
in whole or in part with Federal payments for poor families. IEmployers
could agree to pay part o: all of their employees’ premiums for the
supplemeritary plan.

G. Cost Estimates

Sponsors estimate cost of the prdposal to be “under $20 billion a
vear.”

H. Other Major Provisions

Authorizes Federal grants and loans for plaining, development, and
construction of health maintenance organizations, with special grant
provision for IIMOs in physician shortage areas.



Comprehensive Health Insurance Act—S. 2970/H.R. 12681

(SENATOR BOB PACKWOOD, ON BEHALF OF THE ADMINISTRATION/
REPRESENTATIVES WILBUR MILLS, HERMAN T. SCHNEEBELI)

A. General Approach

A program to make compreliensive health insuriinee protettion
available to all Americans through 3 separate plans: 1) a mandated
Employee Health Insurance Plan (SHIP), covering the majority of
the popitlation and offered at their place of employment; 2) an Assisted
Health Insurance Plan (AIIP), designed for low-income persons and
others not cligible for EHIP; and 3) a modified Medicare Plan,
covering the aged.

B. People Covered

For EITP, all employers would be mandated to offer approved pri-
vate health insurance coverage to all employees under age 65 meeting
the full-time hotirs of work test. Election of coverage would be volan-
tary at the option of the eniployee. EHIP would also be available to
the self-eniployved and non-working families, individuals, and non-
employer groifps (e.g. unions or professional associations) through
private carriers.

The Assisted Health Insurance Plan would cover the following types
of groups: 1) families below $5,000 income (individuals below $3500)
regardless of work status; 2) non-working families and very high risk
families between $5,000 and $7500 income ($3500 and $5250 for in-
dividuals); 3) non-working families with unusually high risks, re-
gardless of income; 4) unusually high risk employer groups.

The modified Medicare Plan would continute to cover any person,
age 65 or over, currently eligible under Medicare; however, Medicare
for the disabled wotilld be replnced, und disabled persons would be-
come ecligible unider AHIP.

C. Scope of Bencfits
The mandated basic benefits offered by the three plans would be
identical for all covered persons, regardless of age, incotne, or member-

ship in a particilar plan. Reimbtrsable services would include the
following:

4

(1) Hospital services.

(2) Physician services.

(3) Out-patient prescription drugs.

(4) Mental health services as follows—for inpatient care, 30
full days or 60 partial days; for outpatient care, 30 visits to a
comprehénsive comnifihity care center or private practitioner
‘(the latter not to exceed 15 visits).

(6) Speciil and prevenitive services for children—well child
care up to age 6; eye exaniinations, developmentil vision care,
and eyeglasses up to age 13; ear examinations and hearing aids
up to age 13; routine derital services up to age 13.

(19)
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(6) Other preventive services—prenatal and maternity serv-
ices, family planning.

(7) Home health services—100 visits per year.

(8) Post hospital extended care—100 days per year.

(9) Blood and blood products.

(10) Other médical services, as in Medicare (prosthetic devices,
dialysis equipment and supplies, X-rays, lnboratory tests, ambu-
lance, otc.).

Under the Employee Health Instrince Plan, insured services would
he subject to a $150 deduetible per person (maximuin of 3 deduetibles
per family), with a separate $50 dedietible per person for oit-
patient drigs. Coinsurance of 25%, would also he applied to covered
services after the deduetible had been satisfied. Maximnm liability
for cost-sharing (deductible plus coinsurance) would be limited to
$1500 in a year.

For the Assisted Health Insurance Plan, premitims, deductibles,
coinsurance, and maximum liability would all be income-related,
with families earning less than $2500 a vear (and individuals less than
$1850 a year) paying no premiums or deditetibles but subject to 10%
coinsuranco.

Medicire beneficiaries would have an annual per person deductible
of $100 on all services, plus a $50 déductible on outpatient drugs.
Coinsurance of 20%, would be payable on expenses above the deducti-
ble, to a maximum annual liability of $750.

D. Payment to Providers

All persons (including Medicare enrollees) would receive an identi-
ficntion card (Ilealthcard) which would be evidence of finaneial
protection for all covered services. Participating providers of services
would be reqtired to accept the card as evidence of coverage and
would bill the indicated carrier for covered services, the earrier then
reimbiirsing the provider and billing the enrollee for the applicible
cost-sharing amount. Full-participating providers would agree to
accept reimbursément through the Iealtheird as payment in full
for all insured patients (all instititions would be required to be full-
participating providers). Associate-participating providers woulil
agree to aceépt Healtheard reimburseinent as payment in full for all
AP, and Medicare patient.;, and as payment of the insured amount
of an KHIP enrollee’s bills. To collect the réemaintler of his fee for the
EHIP patient, the physician woiild bill the patient directly.

Professional Standards Review Organizations would review mediel
serviees proviidétl under the plans. States woilld establish prospeetive
reimbitrsement systems for hospitals. States would be responsible for
certifying health eare providers as celigible for participation, and
State planning agéncies would have to approve all capital investment
over $100,000 in order for an institttion Lo receive reimbiirsement
under the plans.

E. Administration
The Federal Government would be responsible for establishing
standards for eligibility under the three plans, defining reimbfirsable
services, and operating the expandeid Medicare Plan for the aged.
States would contract with intermediaries (o offer the basie plan
to all State residents enrolling in AIIP. States would also regiiliite the
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activities of private carriers offering the basic EHTP planby reviewing
the provisions®of policies and the preiiitn rates and rating structures
to be applied to the plans.

F. Financing

EHIP would be finanedd jointly by employers and employees, with
employers initidlly required to contribute 65% of the premiom cost
uml employees 35% (after 3 years the employer's share would inerease
to 750/2', with the employee contributing 25%). Federal subsidies
wolilld be available to assist an employer whose payroll rises by more
than 3% due to reqaired contributions to EHIP coverage.

AHIP would be financed through Federal and State contribtitions
and income-related premiums for enrollees. Families with less than
$5,000 annual income (and individuals with less than $3,500 annnal
income) would pay no premiums. The Federal share would be financed
from general revenues.

The modified Medicare Plan would be financed through the current
1.8% payroll tax, plus small preminm contributions from insured
persons (about $90 per person annually).

G. Cost Estimates

The Administration estimates that approximately $6.9 billion in
added Federal-State expenditures would be needed to finance the
Assisted Health Insurance Plan. Added State spending under AHIP
would equal about $1.0 billion, nui¥h of which would be offset by
reducetions in other State health programs. The Federal subsidy to
assist low-income employees and their employers would equal aboit
$0.45 billion. The additional cost of inereased benefits for the aged
would be $1.8 billion.






Comprehensive National Health Insurance Act of 1971—S. 3286/
H.R. 13870

(SENATOR EDWARD KENNEDY/REPRESENTATIVE WILBUR MILLS)

A. General Approach

A contribittory program of nationitl health insirance covering com-
prehensive health care benefits on a social insurance basis to sl Amer-
icans, except those covered under medicare. Repeals the present
medicaid program and expands medieare to include long-term eare,
outpatient drigs, and certain other minor benéfits. Program wotild be
financed through payroll taxes and taxes on self-eniployed individunls
and persons with unearned income, with general revenues used to
finarie certain additional -benefits for persons with lower incomes. A
new independent Social Security Administration would administer
the program. Private health insurers would also be used in administer-
ing both the institutional and noninstitfitional aspeets of the progrim.

B. People Covered

All U.S. residents who are not eligible under médicare would be
cligible for the program through their contributions to the system.
Contributions would be made by all Ameéricans who have earned or
uncarned inconie of any kind, including governméerital benefits (exelud-
ing active-duty members of the Armed Forces). Bach person who is
fully or currently insured, as defined under the present socinl security
law, plus dependents of such a person, and social security and railrond
retireinent cash benéficiaries not eligible wndér medieare, would be
cligible for the new program. Special provisions would provide im-
mediate coverage for the relatively few mdividuids who, beeiuse they
are new entrants into the work foree, are not fiilly or currently insured.

C. Scope of Benefits

Benefits coveréd under the nitionsl hedlth insurance plan woitlld be
as follows:

(1) Tnpatient liospital services.

(2) Physicians’ services.

(3) Medieal and other health services (as defined under
medicire).

(4) Home health services—100 visits per vear.

(5) Posthospital extended eare serviees—100 days per vear.

(6) Mental health serviees—30 full days, or 60 partinl days, in
a psvehiatrie hospital; oitpatient services in n comprolionsive
comminity care centter equivalent to the eosts of 30 visits to a
private practitioner and outpatienit services of a private prac-
titionier equitl to hall the costs of 30 visits.

(7) Outpatient prescription drugs and biologicals for specified
chronic conditions.

(23)
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(R) Preventive care services—
a. Routine dental services—for children under age 13.
b. Eveglasses and hearing aids (andl eye and ear exains)—
for children under age 13.
¢. Well-child care to age 6.
d. Prenatal care and fuiiitly plafiting services.

All services exeept those listed undlér preventive eare would be
subject to n combined anvittal per person deducetible of $150. No family
would have to meet more than two deductibles. All services, except
drugs, would be subjeet to a 25 percent coinsurative. Outpatient drugs
would be subject to a separate copayment of &1 per preseription drig.

Medieare would continne to cover existing people and benefits but
would he aménded to include outpatient preseription drugs, as under
the national health instrance plan, ditd a new voluntary long-term care
wogram. Present medicare liniitations on the nuntber of inpatient
wspital days would be removed, as would the so-called blood de-
duetible. Currént miedicare cost-sharing would continie to be apyli-
cable to covered services—not the deduet*ble and coinsiirance amaunts
set for services urider the national health insurance plan. However,
the medieare patient would be liable for the $1 copayment on drugs.

Under both the national hiealth insurance plan antl'medicare, cost-
sharing for covered services (that is, the sum of the deductible and
coinsurance aiiidiints ineurred) woitlid be limitéd to a maxinmitim aniitial
amount of 81,000 (the 81 capayiiéiit on drtigs wonld not be inelutded
as coinsurariee for this purpose).

Specinl provisions in the bill are designed to reduee the impact of
cost-sharing amotints on people with lower iticoimes. Part or all of the
deduetible and coinsurance amounts would not be collected directly
from the patient if his income was below certain specified levels
The actual amoitiit of cost-sharitig for which the patient hifviself
wotld be liable would be graduated according to income levels.

D. Payment to Providers

Payments to institutional providers of services would be on the
hasis of a variéty of prospective payment svstems with incentive
payments to better perforniing providers. Payments for the services
of physicians and certain other professional practitioners wotild he
on the basis of fee scheditles established by the respeetive professions.
Participatiiig physicians would receive the full fee schechile amotint
dircctly from the program (with the deduetible and coinsiiriinee
amouiits collected from the patient through the health benefits
credit card system  deseribed later). Nonparticipating  physicians
would be paid by the patient, who would be reinibtirsed by the pro-
gram for the fee schedtile aingiint, less deduetible anid coinsurance;
the patient would be responsible for any part of the non-participating
physicifins’ fee which exceedeil the fee schedtile aniofint.

Certain conditions woilld apply to services for which payment
cotllil be made under the program, e.g. surgery only upon referral,
PSRO review of all covered services, ete. State health agencies woulid
(lete‘tfhiﬁn‘e complinfice with standards of participition for institittional
providers.
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E. Administration

A newly indepentdent Social Security Administration wotld admin-
ister the nationil health insurance program and would utilize inter-
mediaries for institutional services, mueh as it now does unier the
medicare program. FFor physicians’ anid other noninstitutional sorvices,
large employers would seleet private insuraneo carriers to adninister
the program on behalf of employees of that employer. For all people
not covered by large employers, carrier contracts would he awaried
by SSA on a competitive basis, in ench geographical area of the
country.

Every insvred individual, whethér covered under the national health
insurance plan or the medicare program, would be issued a health
benefits card, similar to a eredit card, indieating his status as an
insured individuil for purposes of covered benefits. The Social Security
Adntipistration, or a consortium of participating carrviers at their
request, would be responsible for administering the operation of the
health bonefits card system.

F. Financing
Finsnced by 39 tax on employers’' payrolls; 16z on employees

/

earnines; 2.5% on income of self-cmployed; and 2.56¢ on unearned
incofive (except that AFDC benefits and supplemental security income
woultl be taxed at the rate of 195 on the recipient and 3% on
the State and Federal Government). Antinal taxable base for all
individuals and employers would be $20,000. The cost of the provision
for elinfiri®ting or reduciig billihgs for inclirred teductibles aiid coin-
suranee for those with lower incomes would be niet from general
reventies, plus a continuifig contribution from the States equal to
their medieaid dollar expenditures in 1973 or their 39, contributiohs
for AFDC families, whichever is higher. .
G. Cost Estimates "

None available.

H. Other Major Provisions

Establiglies a semi-autonomous Health Resotirces Board within
HEW, charged with assuring availability of services covered under
the new program, and authorizes continuing appropriations for this
purpose. Also sets up a volutitary system of approval for private
health insurance supplementing the bhenefits covered under the
nationdl licalth insurance program.






National Health Standards Act of 1974—S. 3353
(SENATOR PAUL J. FANNIN)

A. General Approach

A two-part national health insuranee program which woitld regitive
“employer-ptirelinged health insurance benefits for employees and
their dependents and which would replace the existing mediciddl pro-
aram with Federallv-purchased health insurance benefits for low-
incotme persons. Metlicare would contiiitie to cover the aged and
disabled. Employers wotld pay at least 50 percent of the premitin
cost for employer-employee plans, with their employees responsible
for the remaining pereent. Includes a “benefit eqiitvalence” provision
designed to allow flexibility for employers who provide their employees
with a health insiivancée benefits package costing more per employee
than the proposed benefit plan. Administeation woulil be through
wivate insuranee carviers under regiilitions from HEW and enforeeid
w State agencies. Ench State would set up ingtirance sools to provide
coverage for the self-employed and smill employers, and a separate
pool to provide coverage of low-incorme individitals. All or part of the
cost of preniitins for the poor and the near-poor wouild ‘be financed
through Federal general reventes.
B. People Covered

Every employer wotild be required to provide an approved healt]
care insurance plin to all his full-time employees (tlmso who hafte
worked, or are expeeted to work, at lenst 20 holirs n week for at least
26 weeks in o 12-month period). Coverage under the employer-
employee plans would extend to the eniployee’s spouse and dépentléiits.
The self-employed and small employers (with less than 100 énipliyees)
wotildl be offered a health care plan through a State-wide pool o[! private
insurers.

Eligibility under the Federally-finiivéed health insurance progriam
for the low-income woiild be exteniled to individuiils and families with
anntal incones at or below the following levels:

(1) $2098—for an individual

(2) $2633—for a two-person family

(3) $3229—(or a thiree-person family

(4) $4137—for a four=person fumily

(5) $4880—for a five-person family

(6) $5489—for a six-person faniily

(7) $6751—Tor a family of seven or more.

Such low-income persons would be eligible to receive full payment
of allowable prefiitiims for approved healtliinsirance plans. Individuals
and fasiiilies with income in excess of the amoiifits siown above could
also establish eligibility for the low-incothe plan by coiitribiiting to
the cost of the program in amounts graduated according to the per-
centage of incoifie which exceeded the base aniounts.
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C. Scope of Benefits

_ Mininiim  reqitivéimetits for an employer-employee plan would
inclutle' the following heneflts:

(1) Inpationt hospital services

(2) Physicians’ services, in home, office, or an institution

(3) Outpatient x-ray and laboratory services  (inclitding
radiation)

4) Pres«-riptinn driigs

(5) Odtptitiont physical therapy services

(6) Outpatient psyehiatric care—Ilimited to 2 visits per week

(7) Posthospital extended care services

(8) Medical devices and appliances

(9) Ambilance services.

The plan would pay covered charges for the above services after
satisfaction of a $100 per person per yvear deduetible (imaximum of
two deduetibles per family). Beneficiary would al<o be responsible for
25 pereent coinsitranee on the next $10,000 of coveretl charges. After
$2500 of expenses had been inearred, the plan would pay all addi-
tional covered expenses. However, a separate coinsurance charge
would apply to outpatienit psvehiatrie cave; the plan would pay 50
pereent of covered charges, not to exceed $20 per visit, up to the
$10,000 maximitm. The plan would alzo limit payment for obstetrical
care to 50 pereent of charges up o a maximuin of $500 per pregnaney.

The low-income plan would inclitle the same benefits as listed
above for the employer-employee plan, but différent cost-sharifig
amoiints wotld apply. The low-incame person would be liable for 10
percent of the cost of each service, not to exceed in the «-mmi‘l;l?'xﬁ
5 percent of the diitlividual’s antival incortie. Paymint for psychidtric
care woild also be limited to $20 per visit.

Contdins a special “benefit equivalence” provision applying to
employer-employee plans, intended to allow flexibility for employers
who presently provide theiv employees with a health insurance bene-
fits package whieh costs more lw eniployee than the proposed benefits
plan. An employer couldl substitute his existing plan if the total
expeeted elaims cost per employee of the benefit equivalent plan wotild
equal at least the total expeeted claim cost of the minimim standnrds
benefit plan, incliitding 100 percent of the expeeted claim cost for 1)
hospital services; 2) inpatient physician serviees: 3) inpatient and
outpationt surgicalcarve services, and 4) diaghostic x-ray and laboratory
services, inelitding radiation therapy.

Employers with fitore than 25 enfployees must provide their employ-
ces with an option to join'a qualifictl health maiiitenance organization,

D. Payment to Providers

Hospitals would be paid on the basis of prospective hidgets nmd
wotld be subjeet to review by a grop representative of public and
private pavors, Hogpitals would not recdive reimbitrseiment or any
allowances for costs direetly related to fueilities or serviees which
were determiined by the loeal health plannine ngeney (o be inconsistent
with State or loeal needs. ReimbBitrsemenit of physicians and other
health providers wounld be on the basis of usual and customary charges.
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E. Administration

The programs wounld be admitistered by private health insurance
carriers under regulations of HEW enforced by the approjtinte
State agencies. Carviers who wish o participite under employer
plans or the low-income program must participate in the fornintion
of insuranee pools; a State pool would provide covernge for the
low-income while other separate peols would be formed to cover
small employer groups and the self-employed. A Couneil of Health
Advisors appointed by the President woillil analyze and interpret
trends in the health enre field, evaluate health programs of the Federal
government and thie effectiveness of guality review programs.
F. Financing

Emiployers would be requiired to pay at least 50 pereent of the
premittin cost for a qualified plan for their étiployees, with the employ-
ees responsible for the remaiiting pereent. For the low-income program,
the Federal government wounld provide the States with whatever
funds are neeessary to purehase the speeified health insuranee benefits
for individuals and faniilies in the incoime elasses set forth under the
section dealing with the benéfits. Individuals and faniilies with income
above these base amoiiits would pay a portion of the allowabile
premiin for sueh health insurance coverage, graduated according
to inconie and ranging from 10 to 50 pereent of the allowable preniiifin,
The maximiim amoudt-of ineome which an individual or family could
have and still be eligiile for partial Federil payment of premiuiis
for health insurance would be 125 pereent of the buse anioiints speeifiedd
for low-income persons. The Federal governmérit would finianee the
program for the poor and near-poor through general reventies,

G. Cost Estimates /
Sponsor estimates the additisiml cost to the Federal governnkit

for the low-income plitn wouldl be $3.6 billion in fiscal year 1975.






National Health Care Services Reorganization and Financing
Act—H.R. 1

(REPRESENTATIVE AL ULLMAN)

A. General Approach

A comprehénsive health eare henefits program for all U.S. residents,
phased-in over u S-vear period. Medieare would continte to cover the
aged, but benefits would be expanded to inelude catastrophic coverage,
and low-income and medically-indigent groups would become eligible
for coverage under the new expanded medicire program. Employers
would be required to provide employees and their dependents with
wivate health insurance covering at least the new medicare level of
enefits. After the first four years of the program, Comprehensive
Health Care Benefits (bronder than the new medicare level) would be
maridated for both the Federal program for the aged and the poor,
and the privately-financed employer-employee health plans. Health
(are Corporations (HCCs) woiild be established in every geographic
aren of the country. Newlyv-created State Health Comiiiissions would
he responsible for setting up HCCs and for enforeing regulations per-
tnining to providers, HCCs, insurance earriers, ete.
B. People Covered

The Federally finitheed plan would cover the aged (65 and over), ~
the low-income (e.g. fumily of four with adjusted gross incorie of \M
$6,000 a year), and the medically indigent (e.g. family of four ‘With
adjusted gross incoifie of up to $10,500 a year). All emiployers, except
Federdl, State, and local governniénts, would be reqiiired to provide
private health insurahee coverage to their eniployees and depenidents,
Self-employed persons and others not eligible for the Federal program
or an employer health pliin could enroll on a voluntary basis in a
State coverage pool.

C. Scope of Bencfits

Initially the program would cover the same range of benelits as
presently covered uniler medicare, plus additionsl eatastrophic illness
expense whicli would inke effect after health expenditures, by or on
hehalf of an individual or family, reached a specified limit gradnited
according to income, Purts A and B of médicare would be merged and
the separate Parl B prémituim élimidatéd for persons eligible for the
Federal program for thie aged and low inconie, ‘

After five years, all employer-eniployee plans and the Federal
program for the nged wiid low-income woulld have to provide the follow-
ing Comprehensive Health Care Bendfits:

1. Periodie health evaluittions

(a) Screening tests and exams

(b) All immitinizativhs

(¢) Well-baby care to age 5, with nunmiber of covered visits
decreasing with nge of c¢hild
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() Dental services for chililitn to age 7
(1) 1 free routine exam per year
(2) Extractions, fillings, ete.—209% copayment
(¢) Vision services for children to age 12
(1) 1 free routine exam per year
(2) Preseription eyeglasses—209, copuyment
1. Physicians’ services and ancillary earve
(@) Services on outpitient basis in any appropriate setting
(inelittling the honie) by physician or allicd personnel
under his supervision—10 visits per year with $2 copay
per visit
(b) Outpatient dingnostic procedares—209%, copay
(¢) Hospital or outpatieni-center services
() Supplies, materinls, use of facilities and equipment, in-
cluding drugs used or administered in connection with
oulpatient services
(¢) Ambuliitice services—209, copay
11, Other gutpatient services |
(@) Outputient institutional eare program for meéntal illness,
aleoholism, drug abuse—$2 copay per day
(b) Day care or other part-time services for mental illivess,
aleoholigm, drig ubuse—3 visits or sessions in lieu of
cach day of inpatient Hospital care allowable for sueh
condition (limited (o 45 hipatient days)
(¢) Drugs, prosthetic devices, and equipment—=$1 copay per
preseription, 209, copay for devices and e¢liipmant.
(d) Home health services—100 visits with $2 copay per visit
IV. Inpatient services
(@) Hospital care—90 days per benefit period, nx(-o]gL!'(fw/
mental illness, aleoholism, drug abuse where limitkig€4s
days (90 days for HC'(? registranits). Copay $5 per day
(b) Ixtéritad eare services—30 days per befisfit period with
$2.50 per duy copay
() Nursing hoifie care—90 days per benefit period with
$2.50 per day copay
(d) Physicians’ services to inpatients—$2 copay per visit
of attendiiig physician otily
V. Catastrophie expense benefits——for low-inconie persons (individ-
uals with ariiual incotive below $2,000, a family of 4 with in-
cone less than $6,000), entastroplic benefits would become
effective immediately. For medieally indigent persons and all
other income clusses, benefits would become effective after
medical expenses (including amoinits paid for preniiims, co-
payments on services, ete.) reached a Special Expenditare
Limit gradiiiitéd according to income. For exaniple, u fuiiily of
4 with ineome of $10,500 woiild be requiréd to inctir $750 in
out-of-pocket medieil expenditiires before eatastrophie bene-
fits loolk effect. Onee the expendititre linitit was reached, all co-
lmyments on services wotld cease, and restrictions on the nim-
ber of physician visits, hospital days, ete., wouldl be removed,
except when such services were provided for mental illivess,
aleohalisin, or drug depentlenee in non-HCC settings.
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D. Payment to Providers

State Health Commissions would deterritiiie premiuiit rates for
private insurers andfor Health Care Corporations offering mandated
Comprehiensive Health Care Benefit packages. SHCs would  also
approve prospectively all charges for covered services provided by
II(,'(‘s and all other health providers. Federal regalations would
preseribe methods to be used in determiiiffig reasonable operating
costs and suflicient eapital payméiits for institutiontil providers; and
reasonable fees, salaries, or other compensation for individual pro-
viders, or groups of providers,

Non-HHCC providers would be reimbursed by private carriers
underwriting the mandated plan, HCCs would be paid diveetly by
enrollees or by ecarriers contraeting with them on diny appropriate
rospeetive or prior-bitdgeted basis. After the first 5 years of operation,
h('(.‘x would have (o provide a capitation option to diirollees.

E. Administration

All Federal health programs would be consolidated within a new
Department of Health, The Federal Govertiment would administer
the insurance program for the aged and low-income and would con-
tract directly with carriers or HCCs to provide covered benefits.
Employer-employee plans would be adniinistered through approved
carriers or HCCs. New independéit State Health Comissions woulil
be established in cach State to perform a variety of regulatory and
supervisory activities. The Departniéent. of Health would assume
functions of a State Health Comihission ity gy State whiéh failed to
establish one. Private insurdivee carriers woild administer the Com-
preliéhsive Health Care Benefits package in accordance with Federal
alnd State guidelines on behall of employer grotips enrdllifig \W
them. |

F. Financing

"The Federal program for the aged woild be financed through payroll
taxes and general revenites with some cost-sharing for services; the
program for the poor and medically indigent would be financed
throtigh  general revenues with some cost-shavibg and  premitim
cointribittidns by the medicilly indigéint. Eniployers would be regiired
to pay at least 75% of the premium cost for eniployee plans, with
employees responsible for the reniaiiting 25%. Federal general reveities
wottld also be used to cover the cost of a 10% premitim subsidy for
anyone registering with a Health Care Corporation.

G. Cost Estimates

None available.
H. Other Major Provisions

Reqtires each State to develop a State plan providing for the
creation of nonzprofit Health Care Corporations covering every geo-
grapliic’ area within the State. Authorizes Federil grants and con-
tracts to facilitate the plaining, organizing, developihg, and establish-
ment of HCCs, and for State Health Cotiiissions to cover all or part
of the cost of developing State health plans. '






National Comprehensive Health Benefits Act—H.R. 11345
(REPRESENTATIVE HARLEY 0. STAGGERS)

A. General Approach

A program of coniprehensive health care benefits for ull U.S,
residents, phased in over a six-year period. Financing would be
primarily through eniployer (75%) and employee (26%) contributions
to the costs of purchasing private health insurance providing specified
benefits, and secondarily tlirough Federal general revenues to meet
the costs of coverage for the aged, poor, unemployed, and near poor.
Newly-created State Health Commissions (SHCs) would be respon-
sible for the actual administration of much of the program, with
existing private health insurance carriers underwriting most of the
insurance benefits. Both medicire and medicaid wouﬁl ‘continie in
effect. However, since the program would, when fully operational,
provide all people with benefits broader than are currently available
under these and other programs, they would eventually be modified
to supplement the proposed program

B. People Covered

Within two years of enactment all aged, low-income and unemployed
individuals and families would be provided coverage for basic health
services. Within four years of enactmgiit, all individiials and families
would be provided coverage for basic health services and the P‘/
of catastrophic illness. Within seven years of enactmeént, all individdals
and families would be provided coverage for Coniprehensive Health
Care Benefits and the costs of catastrophic illness.

C. Scope of Benefits

Initially the program would cover basic health services, including
hysician care, hospital care, laboratory and radiological service,
imited mental health services, home health services and preventive
health services. After 7 years, the legislation woild require that the
following Comprehensive Health Care Benefits be covered :

I. Periodic health evaluations

(@) Screening tests and exams
(b) All immunizations ]
(¢) Well-baby care to age 5, with number of covered visits
decreasing with age of child
(d) Dental services for children to age 12
(1) One free routine exam per year ‘
(2) Extractions, fillings, ete.—20 percent copay-
ment
(¢) Vision services for children to age 15
(1) One free routine exam per year
(2) Prescription eyeglasses—20 percent copayent
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I1. Physicians’ services and ancillary health care

(a) Services on an ambiilitory basis in any nppropriﬁtc sef-
ting (incliing the home) by physician or allied
personnel utidér his supervision—50 visits per year
with $3 copay per visil

(6) Ambulatory diagnostic procedures—20 percent. copay

(¢) Hospital or ambiilatory center services

(d) Supplies, materials, use of facilities and equipnient,
inclutiih’g drugs used or administered in corinéetion
with oitpatient services

(¢) Ambulance services—20 porcent copay

() Voluntary family planning and infertility services

ITI. Other ambulitory services

(@) Ambulatory institutional care program for mental
illness, aleoholism, drug abuse—8$2 copay per day,
limited to 120 visits per coverage vear.

(b) Drugs, prosthetic devices, and equipment—S$1 copay
per preseription, 20 percent copay for devices and
equipment.

(¢) Home health services—100 visits with $2 copay per visit

IV. Inpatient services.

(@) Hospital care—60 days per 90 day benefit period,
except. frr mental illness, alcoliolism, drug abuse
where limit is 45 days. Copay $5 per day.

(b) Extended care services—30 days per benefit period with
$2.50 copay per day.

(¢) Nursing home care—60 days per benefit period with
$2.50 per day copay. .

(d) Physicians’ services to inpatients—$3 copay per yt/
of attending physician only.

Catastrophic expense benefits would provide that, once an expendi-
ture liniit in any given year was reached, all copayments for services,
limits on the niniber of services covered, and other restrictions and
limits no longer applied and that coverage was cofiiplete. These benefits
would become effective iminediately for low-income persons (individuals
with anntal income below $2,500, a family of 4 with income under
$6,500). For all others the benefits would become effective when
medical expenses reached a Special Expenditfire Limit gradiiated
according to income. For example, a family of 4 with income of $10,500
would be required to incur $1,000 in out-of-pocket expenses before
the benefits took effect.

D. Payment to Providers

State Health Comimissions would determiiie premium rates to be
used by private insurers and/or HNOs for mandatéd Compréhengive
Health Care Benefit packages. SHCs would also approve, on a prospec-
tive basis, all charges for services provided by HMOs and all otlier
health care providers. The Departiment of HEW would preseribe
stanidards for providers relitig to quality, safety, personnel, ete.; ns n
miniiifitin, providers would be expected to meet existing mediciire
requirénonts. ‘

Non-HMO providers would be reimbiirsed by private carriers
underwriting the Comprehensive Health Care Benefits packnge.
HMOs would be paid directly by eriréliees or by earriers contraétifig
‘with them on any appropriate prospective or prior-budgeted basis.
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E. Administration

The Federal Governitent wotild administer the insuranee program
for tlic nged and low-incoiite and would contract directly with carriers
or HMOs to provide covered betiefits. Employer-employee plans would
be administered through approved carriers or HMOs. New inde-
pendeiit State Health (g,‘ommlssions (SHCs) would be established in -
each State to autliorize incorporation of HMOs, enforee regulations
pertainifig to providers, control premiiiin rates charged by carriers,
HMOs, and other providers, approve expansion of health facilities,
and services, ete, The Departmetit of HEW wounld assume functions
of a State Health Comiitission in any State which failed to establish
one. Private insurance earriers would issue qualified insuraice poii-
cies, collect. premiams, adniiiiister claims, and reiniburse providers in
accordance with Federal dnd State guitelines.

F. Financing

The Federal insurance program for the aged, poor. and near poor
would be findnced through general revenues with cost-sharing for
services and premium contribitions scaled according to financial
means. Employers would be required to pay at least 75 percent of the
premium cost for employee plans, with eémiployees responsible for the
remaining 25 percent. Federal general reventies wotild also be used to
cover the cost of a 10 percent premiim subsidy for anyone enrolled

with an HMO.
G. Cost Estimates
None available.

H. Other Major Provisions

The development and use of HMOs would be encotiragéd thl‘;’;%’h/
additional direct developffiental assistance and through a 10 pegetnt
Federal subsidy of HMO premiums. Requires SHCs, carriers, and

roviders to undertike a variety of activities designed to protect the
interests of the health consimer.

O



