Health Coverage Protections: Laws and Definitions
COBRA

The Consolidated Omnibus Budget Reconciliation Act (COBRA) gives workers and their families who lose their health benefits the right to choose to continue group health benefits provided by their group health plan for limited periods of time under certain circumstances such as voluntary or involuntary job loss, reduction in the hours worked, transition between jobs, death, divorce, and other life events.  Group health plans for employers with 20 or more employees are subject to COBRA. The American Recovery and Reinvestment Act of 2009 (ARRA) provides for premium reductions and additional election opportunities for health benefits under COBRA. Eligible individuals pay only 35 percent of their COBRA premiums for up to 9 months. The remaining 65 percent is reimbursed to the coverage provider through a tax credit.

HIPPA
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal law that: 

· Limits the ability of an employer group health coverage plan to exclude coverage for preexisting conditions; 

· Provides additional opportunities to enroll in a group health plan if you lose other coverage or experience certain life events; 

· Prohibits discrimination against employees and their dependent family members based on any health factors they may have, including prior medical conditions, previous claims experience, and genetic information; and 

· Guarantees that certain individuals will have access to, and can renew, individual health insurance policies. 

HIPAA is complemented by state laws that, while similar to HIPAA, may offer more generous protections.

FMLA

The Family and Medical Leave Act (FMLA) provides certain employees with up to 12 weeks of unpaid, job-protected leave per year.  It also requires that their group health benefits be maintained during the leave. As an alternative to taking full days off, employees under some circumstances can take leave under the FMLA on an intermittent basis or work on a reduced schedule. FMLA applies to all public agencies, all public and private elementary and secondary schools, and companies with 50 or more employees.
Pre-Existing Condition Exclusion  

A pre-existing condition exclusion limits or denies benefits for a medical condition that existed before the date that coverage began. A “medical condition” is any physical or mental condition resulting from an illness, injury, pregnancy, or congenital malformation. HIPAA limits the use of pre-existing condition exclusions and establishes requirements that a pre-existing condition exclusion must satisfy.  

Creditable Coverage (Private individual or group health insurance)

Creditable coverage is prior health care coverage that is taken into account to determine the allowable length of pre-existing condition exclusion periods (for individuals entering group health plan coverage) or to determine whether an individual is a HIPAA eligible individual (when the individual is seeking individual health insurance coverage.)  Most health coverage is creditable coverage, including coverage under any of the following: 

· a group health plan (related to employment); 

· a medical program of the Indian Health Service or tribal organization; 

· a State health benefits risk pool; or

· a public health plan, including Medicaid, and Medicare Parts A and B.

Medicare Part D uses a different definition for the term “creditable coverage”. 

Creditable Prescription Drug Coverage (Medicare Part D)
Prescription drug coverage (for example, from an employer or union) that is as good as or better than Medicare’s standard prescription drug coverage. People who have this kind of coverage when they become eligible for Medicare can generally keep that coverage without paying a penalty, even if and when they decide to enroll in Medicare prescription drug coverage later.

Certificate of Creditable Coverage 

A certificate of creditable coverage is a document that describes how much creditable coverage you have, and the date the coverage ended.  Most group health plans and insurance issuers are required to issue certificates automatically shortly after your coverage ends.  You also can request a certificate describing particular coverage at any time while the coverage is in effect and within 24 months of the time the coverage ends. Generally, employers (not health insurance organizations) provide letters of creditable coverage.
Medicare Secondary Payer (MSP) is the term used by Medicare when Medicare is not responsible for paying first. The private insurance industry generally talks about "Coordination of Benefits" when assigning responsibility for which benefit plan or program is the primary, secondary, or third party payer.
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