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DEPARTMEN ' OF HEALTH & HUMAN SERVICES
Health Care Financ g Ad inistration

MEMORANDUM Center for Medicaid and State Operations

To: Glenna Donnelly, Assistant Deputy Commissioner
for Disability and income Security Programs

From: Saily K Richardson, Director
Center for Medicaid and State Operations, HCFA

Re: Response to December 4 Memorandum Regarding Three Issues Related to
SSA's Medicare Buy-in Demonstration

On December 4, you requested a response to three issues related to SSA’s Medicare
buy-in demonstration announced in the November 18, 1998 Eederal Reqister.
Specifically, you requested clarification on: protective filing, presumptive eligibility, and
State incentives. Qur response to each of these issues follows. |n addition to our
response to these issues, we have provided information on Medicaid statute regarding
SSA's ability to make eligibility determinations which has been a point of discussion in
recent joint meetings. If you would like any additional information, please contact Gina

Clemons in the Disabled and Elderly Program Group on (410) 786-9644 or by e-mail at
Gelemons@HCFA gov.

Presumptive Filing

You note that under $Si, an inquiry about or a discussion conceming an individual's
possible eligibility for benefits can protect the individual’s filing date for benefits (see
SSI regulations at 2C CFR 416 Subpart C). In other words, the date of the inquiry or
discussion effectively becomes the date the application was filed, assuming an actuai
application for benefits is filed within a certain period of time. You understand that
generally the Medicaid program does not follow this particular SS| practice. You ask
HCFA to consider allowing States participating in SSA's demonstration to use the SSl
methadology for protecting the filing date for the duration of SSA’s demonstration.

While Medicaid regulations do not specifically require use of SSI's methodciogy, the
regulations do not preclude a State from using the $S1 methodology, either. Thus,
States can follow the methodology of protecting the filing date of an application based
on an inquiry or discussion of eligibility if they choose to do so. If a State wanted to limit
use of this 8S1 methodclogy only for those individuals eligible for benefits under SSA's
demanstration, HCFA would consider requests from participating States under section

1115 of the Act for waivars of State-wideness and amount, duration, and scope of
benefits requirements.



While it is permissible for States to follow SSI's methodology, we note that Medicaid
regulations at 42 CFR 435.907 provide that States must require a written application
from individuals applying for benefits, similar to SSI requirements (20 CFR 416.310). As
explained in various portions of Subpart C, an inquiry or discussion does not protect a
filing date for SSI benefits unless a written application is filed within 80 days of the date
of a notice from SSA that an application must be filed.

resu j iqibilit

You raised two issues under this heading. The first deals with retroactive Medicaid
eligibility under section 1902(a)(34) of the Act. This provision does not apply to
Qualified Medicare Bensficiaries (QMBs) so it does not solve the prablem of protecting
the filing date for QMBs. You again ask that HCFA consider allowing use of SSI's
methodology of protecting the filing date for QMB benefits based on an initial contact for
States participating in SSA’s demonstration.

In the particular instance of QMBs, SSI's methodology will not be of use in ensuring that
QMB benefits are available at the earliest possible moment. Section 1905(a) provides
that for QMBs, payment for benefits cannot begin until the month following the month in
which the individual is found to be a QMB; in other words, the month after the month in
which the State actually makes the eligibility determination. Thus, the statute precludes
retroactive eligibility for QMBs, and the date upon which the individual files an
application (ot makes iritial contact to file an application) is not the critical factor in
whether the individual is eligible for benefits at a particular point in time. Only the month
in which the eligibility determination is actually made is of any consequence.

While use of SSI's methodology would not accomplish its intended purpose with regarc
to QMBs specifically, th's limitation could be dealt with under section 1115 authority as a
cost not otherwise matchable in the context of a properly structured Medicaid
demonstration project aoproved by the Secretary of HHS.

The second issue concemns presumptive eligibility. You raise the issue as to whether
States participating in the demonstration can make individuals presumptively eligible for
benrefits, based on the information received by SSA in course of initial contacts with
applicants. You specify that the presumptive eligibility determination would be effective
for a specific period time, during which the State would make a formal eligibility

determination. Except as described below, no State is currently permitted to employ
presumptive eligibility.



Presumptive eligibility is already permitted under the Medicaid statute (sections 1920
and 1920A) for certain pregnant women and children but only for limited circumstances.
Under these statutory presumptive eligibility provisions, a State can provide certain
services immediately upon receipt of a provider's determination that the individual
appears to meet the State’s eligibility criteria. Under these provisions, States are
ensured that Federal financial participation will be available in their expenditures for
individuals determined to be “presumptively eligible” even if the State ultimately
determines that they were not Medicaid eligible. There is no authority under the
statute to allow HCFA to unilaterally expand use of this type of presumptive eligibility to
other groups of individuals, such as QMBs. While a State is free to provide
presumptive eligibility for groups other than those described in this paragraph, the State
would be at risk for eligibility and payment errors if a presumptive eligible individuals is
fourd to be ineligible.  Our only means to permit States to apply presumptive eligibility
outside the statutorily prescribed groups would be in the context of an §1115
demonstration project under which the Secretary would authorize making Federal
financial participation available in State expenditures for those individuals who were
initially determined to be presumptively eligible, who ultimately are found not to have
been eligible when the State performs a more detailed determination.

tate ives

You have asked if HCFA can defray a participating State’s share of administrative costs
for applications taken as a result of SSA’s buy-in demonstration. Assuming that all of
the activities at issue under the SSA demonstration are allowable Medicaid
administrative expenditures, the State Medicaid agency would submit a claim for
Federal financial particination (FFP) to HCFA for the Federal share of such
expenditures. The issue is whether the State's share of the total allowable Medicaid
expenditures could also be funded with Federal funds.

Federal regulations at 42 CFR 433.51 describe the conditions under which public funds
can be used for the State share of financial participation for Medicaid expenditures.

This regulation indicates that "public funds may be considered as the State's share in
claiming FFP if ... the public funds are not Federal funds, or are Federal funds
authaorized by Federal iaw to be used to match other Federal funds." As a general rule,
titie XIX of the Sacial Security Act precludes Federal funds from being used for the State
match of Medicaid expenditures; therefore, HCFA could not absorb a participating
State's share of administrative costs for application as a result of SSA's buy-in
demonstration. Further, there is no authority in the Medicaid law to permit us to pay 100
percent matching on this type of expenditure. Unless there is explicit authority to
provide 100 percent matching, HCFA can only pay at the applicable matching rate for a
State expenditure. In this case, it would be 50 percent for the administrative activities.



Although HCFA encourages State participation in the demonstration, we are not able to
provide fiscal incentives to the States for participation. However, we are committed to
working with SSA and the States on this demonstration and will provide whatever

resources we have available (e.g. posters, publications, etc.) that may reduce the
burden on States.

SSA's Authority to Make Eligibility Determinations Under Medicaid Statute

During recent joint meetings that we have had with representatives from the White
House, we have both been questioned about statutory provisions pertaining to SSA's
ability to make eligibility determinations. As & point of clarity, there is nothing in
Medicaid statute that would prevent SSA from making eligibility determinations. In fact,
Medicaid statute specifically atlows for this to occur. Section 1902(a)(S) of the Social
Security Act provides a specific exception to the usual "single state agency” requirement
in Medicaid to permit Medicaid eligibility to be determined “by the agency or agencies
administering the supplemental security income program.”

TOTAL
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Medicare Supplemental Insurance

GENERAL INFORMATION

What is Medicare supplemental insurance?

A Medicare supplement policy, also known as Medigap insurance, is a
private insurance policy designed to help pay deductibles or coinsurance
incurred by beneficiaries who are in the original Medicare plan (also called
fee-for-service Medicare). A Medigap policy may also pay for certain items
or services not covered by Medicare at all, such as prescription drugs.
Medigap only works with the original Medicare plan. It will not cover
out-of-pocket expenses, such as copayments, in a managed care plan.

Coverage sponsored by an employer or labor union may also supplement
Medicare, but is not Medigap insurance. Medigap also does not inciude
managed care entities, or new forms of Medicare + Choice coverage.

Why do beneficiaries want or need Medigap?
Under the original Medicare plan, beneficiaries are subject to the following:

° Premiums. All beneficiaries must pay for Part B, unless they are
eligible for a State Medicaid program to cover the premium. Some
beneficiaries must also pay a premium for Part A.

o Cost-sharing. Under original Medicare, this refers to the Medicare
coinsurance and deductibles. These apply when Medicare covers an
item or service, but does not pay for the entire cost.

. Non-covered services. These are services which Medicare does not
cover at all. These include prescription drugs; emergency coverage
outside the U.S., eyeglasses, hearing aids, routine physicals, inpatient
hospital costs after the maximum number of days of Medicare
coverage has been exceeded, and the costs of long term care. (Please
note: Some beneficiaries may be Medicaid eligible and would then be
able to receive some of these services through the Medicaid program.)

All Medigap policies pay for some or all beneficiary cost-sharing expenses,
and certain Medigap policies will pay for specific non-covered services.
Medigap policies do not pay for Medicare premiums, and they only cover



o e s nin o e g op eIt it " O T — cape pp—

certain types of non-covered services. For example, no Medigap policy pays
for long term care.

When do beneficiaries enroll?

All Medicare beneficiaries are entitled to a one-time, six-month open
enrollment period during which they have the right to purchase any Medigap
policy sold in their State, regardiess of any health problems they have. In
most cases this period begins when the beneficiary turns 65 and enrolls in
Part B. For beneficiaries who enrolled in Part B based on disability, the open
enroliment period begins when they reach age 65. For beneficiaries who
postpone enrollment in Part B after age 65 because they are still employed
(or are covered under a working spouses’s health plan), the open enrollment
period begins when they enroll in Part B. All Medigap policies are
guaranteed renewable. This means that they continue in force as long as
the premiums are paid.

There are also more limited periods during which certain beneficiaries are
guaranteed the right to buy certain Medigap policies. These are triggered by
specific events, such as termination of a beneficiary’s other health coverage.
These rights are discussed in detail below. Outside of these specific open
enrollment and guarantee issue periods, Federal law does not prohibit a
Medigap insurer from refusing to sell policies to individuals based, for
example, on their health status.

What are the standard Medigap policies?

There are ten standard Medigap policies (although all ten are not offered in
all States.) In other words, there are ten different combinations of benefits
that Medigap policies may include. Each combination, or Medigap policy, is
designated by one of the letters “A” through “J.” For any particular
Medigap policy, all insurance companies must use the same format,
language and definitions.

However, premiums can vary greatly from one insurance company to the
next for the same grouping of benefits. Premiums may vary because of the
age of the beneficiary, type of policy, the State in which the policy is
purchased, and insurance carrier claims experience.
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What are these ten standard policies?

Medigap policies pay most, if not all, Medicare coinsurance amounts. In
addition, they may provide coverage for Medicare’s deductibles. Some of
the ten standard policies pay for services not covered by the original
Medicare plan, such as prescription drugs. See the attached chart for a brief
outline of the ten Medigap policies. More detailed information is available in
the 7998 Guide to Health Insurance for People with Medicare.

Are each of the ten policies sold in my State?

States can limit which policies will be sold in the State, although they must
permit all Medigap insurers to make Plan A available. (Plan A includes the
“basic benefits.” These cover Part A coinsurance; 365 days of
hospitalization after Medicare benefits end; Part A coinsurance; and the first
three pints of blood each year. These basic benefits are also included in all
other Medigap policies.) Insurers can decide which of the nine optional
policies they will sell as long as the State permits them to be sold, and most
insurers offer several policies in addition to plan A. Some States offer all ten
policies.

However, Minnesota, Massachusetts and Wisconsin have different sets of
policies because their State rules that pre-dated the Federal law that now

governs Medigap were found to provide comparable protections. Further

information is available from each State insurance department.

What is Medicare SELECT?

A Medicare SELECT policy is a Medigap policy that is permitted to restrict
enrollees to a specific network of hospitals and, in some cases, doctors,
except in an emergency. In other words, Original Medicare will pay for
covered services regardless of which providers are used, but out-of-pocket
costs will only be covered by the Medigap policy when the beneficiary uses
network providers. Otherwise, a Medicare SELECT policy must meet all of
the requirements that apply to a standard Medigap policy and it must be one
of the ten standard plans. This coverage is usually available with lower
premiums than a standard Medigap policy.
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How are Medigap insurance premiums established?

Premium prices can vary from one insurance company to depending on
which method they use to calculate premiums:

o Age Rating. The premium is based on a beneficiary’s age and will
increase as the beneficiary ages. Typically, these policies will appear

to be less expensive at younger ages, but they may cost considerably
more in later years.

° Community Rating. Everyone pays the same premium regardless of
age. For people over 75, this type of policy may be less costly.
Community rating is also referred to as “no age rating.”

This following shows an example of the effect of beneficiary age on
insurance premiums under the two rating methodologies:

Rating Premium Premium
Methodology | Beneficiary Age Beneficiary Age
= 65 =75
Age Rating $70 $90
Community $80 $80
Rating

Beneficiaries should consider what one policy is likely to cost over the next
five or ten years compared to premiums for other policies. It is also wise to
be alert for discounts that some insurance companies make available to
couples or nonsmokers.

Premiums are also affected by inflation and by the claims history of the
population of beneficiaries enrolled with a particular insurance company.
Consequently, premiums for the same standardized policy such as “A”, “B”,
“C”, etc., sold by different insurance companies may vary considerably. [t
pays to comparison shop.
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Are there other alternatives to Medigap coverage?

Some beneficiaries have employer coverage that supplements Original
Medicare and other beneficiaries have Medicaid coverage which covers at
least some of their out-of-pocket Medicare costs. This is important to note

because some people may not need Medigap insurance if they have other
coverage.

How are Medigap standards established and enforced?

In order for States to regulate Medigap insurance, they must adopt laws and
regulations that are at least as strict as requirements included in the federal
Medicare statute, and in a model law and regulation developed by the
National Association of Insurance Commissioners (NAIC). All States have
done so. However, States are free to adopt provisions that are more
stringent or consumer friendly.

The primary responsibility for enforcing the Medigap standards is through
State insurance departments. HCFA reviews and approves State regulatory
programs for Medigap insurance and is charged with seeing that States
actually enforce the laws and regulations they adopt. HCFA receives
periodic reports from the States through the NAIC on complaint data, loss
ratio information and enforcement action, among others.

However, in addition to State enforcement, HCFA and/or the Office of the
Inspector General of the Department of Health and Human Services can have
authority to impose Federal sanctions on issuers or sellers of insurance that
violate any of certain Medigap standards designated by the Congress. These
sanctions include civil monetary penalties and, in some cases, criminal
penalties.

What are SHIPs?

State Health Insurance Assistant Programs (SHIPs) are agencies in each
State that are Federally funded to assist Medicare beneficiaries in learning
about the availability and cost of Medigap insurance. They can help
compare the different Medicare and Medigap options available in a State.
They also assist individuals who have problems in understanding the program
or its implementation. SHIPs are usually found in State insurance
departments or the area agencies on aging.
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Where should a person take complaints?

If a person has complaints about the practices of an insurance company, and
the problem cannot be resolved to his or her satisfaction, the individual
should contact the State’s insurance department.

What is the Guide to Health Insurance for People with Medicare?

The Guide to Health Insurance for People with Medicare describes Medigap
insurance (including purchase, use, changing policies, and protections), as
well as other insurance options that may be available to Medicare
beneficiaries. The 1998 edition of the Guide is available now on the web
site and through insurance departments, companies, and agents.
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GUARANTEED ISSUANCE OF MEDIGAP POLICIES

When is a person guaranteed issuance of a Medigap policy?

If a beneficiary becomes eligible for Medicare at age 65 or older, that person
is guaranteed issuance of ANY Medigap policy if the application is submitted
no later than six months after “the date of enrollment in Medicare Part B.
Persons who were eligible for Medicare before age 65 have the same choice
of any Medigap policy, as Iongi as they submit their applications no later than
six months after turning 65.

|
Can a beneficiary change fromjone Medigap policy or insurance company to
another? |
Yes. However, care should be'taken when switching companies or policies
and buying replacement coverage, because premiums may rise. Policies
should be changed only for improved benefits, better service, or a more
affordable price. Beneficiaries hmay have certain rights to have the new
insurance company waive waiting periods and pre-existing condition
exclusion periods if they had similar coverage under the prior policy for at
least six months. If the person| had less than 6 months prior coverage, the
policy must reduce the pre-exis\ting condition exclusion by the amount of
time the beneficiary had the pri‘or coverage. It may be advisable to keep the
first insurance in force until the waiting period has expired for the
replacement policy. Such overiapping coverage is permitted as long as the
applicant indicates that he/she is planning to terminate the old policy.
Persons replacing existing policies should ask the new issuer for information
on this possibility. ‘
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If a person is enrolled under an employee benefit plan that provides benefits
which supplement Medicare, but the employee plan terminates or ceases to
provide such benefits, what can be done?

|
When an employer plan terminates or ceases to provide benefits, participants
have certain rights but must exercise them within 63 days after coverage
terminates. ‘

If a person applies for a Medigap policy within 63 days, the seller or issuer of
that policy may not: 7

(1) refuse to sell the person any Medigap policy designated “A”, “B”,
“C” or “F” that the issue“r sells in the State;

i
(2) discriminate in the pricing of such policy because of health status,
claims experience, receipt of health care, or medical condition, or

| .
(3) impose a pre-existing,condition exclusion.

A summary chart of all Medigap plans is attached. Further information is
available from each State’'s insurance department or the State Health
Insurance Assistance Program.!
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PRE-EXISTING CONDITION EXCLUSIONS

What are pre-existing condition exclusions, and when would a person be
subject to them?

Pre-existing conditions are generally defined as health problems that were
diagnosed or treated during a certain time period, usually the six months
before the date that the policy goes into effect.

Are there limitations to applying the pre-existing condition exclusion?

Yes. If a person qualifies for guaranteed issue of a policy for one of the
reasons described above (such as termination of a prior health plan or
Medigap policy), then the issuer cannot impose any pre-existing condition
exclusion.

If a person purchases a policy that replaces another Medigap policy, and held
the prior policy for at least six months, the new policy cannot include a
pre-existing condition exclusion for benefits similar to those covered under
the old policy.

There is an additional protection that went into effect July 1, 1998, limiting
the application of a pre-existing condition exclusion during the initial six
month open enroliment period for persons age 65 or older. This exclusion
cannot be imposed if, on the date the person applied for insurance coverage,
he/she already had a continuous period of at least 6 months of prior health
insurance coverage that meets the definition of “creditable coverage”
{described below). If the person had less than six months prior coverage,
the policy must reduce the pre-existing exclusion by the amount of the
coverage. A number of rules apply to determining whether prior coverage
must be counted. The insurance company or State insurance department
will have further information. {In addition, some insurance companies have
reduced or eliminated the six month period.)

What is creditable coverage?

Creditable coverage is coverage under:
{1) a group health plan,
(2) health insurance coverage,
{3} Part A or B of Medicare,
{4} Medicaid,
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(5) a medical program of the Indian Health Service or a tribal
organization,

(6) a State health benefits risk pool,

(7) the health care program for active military personnel,

(8) the Federal employees health benefit plan,

(9) a public health plan, or

(10) a health benefit plan under the Peace Corps Act.

The person must have had no breaks in health insurance coverage of more
than 63 days.
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SUPPLEMENTAL INSURANCE and MEDICARE + CHCICE (M + C)

For many years, the Medicare law has allowed for Medicare covered services
to be furnished to beneficiaries through HMOs that contract with Medicare.
A new law creates the Medicare + Choice program, which will expand the
types of health plans that can contract with Medicare to enroll beneficiaries.

May someone who currently has a Medigap policy enroll in a M+ C plan?

Yes.
Can a person keep a Medigap policy if he/she enrolls in a M+ C plan?

Yes. A person can keep a Medigap policy after enrollment in a M+ C Plan.
Keeping the Medigap policy may give the individual time to determine
whether to stay in the M + C plan or return to the original Medicare plan,
with Medigap insurance. However, expenses paid for by the M + C plan will
not be reimbursed by the Medigap insurer. Eventually the person should
drop Medigap coverage if he/she is satisfied with the M+ C plan.

Can a person already enrolled in a M + C plan also buy Medigap insurance?

No. However, the person may have the right to purchase a Medigap policy if
he/she returns to the original Medicare plan. (See next guestion).

If someone already has coverage under M + C, what circumstances would
guarantee that person a Medigap policy? (The short answer is below -- a
more detailed discussion follows.)

To be guaranteed the right to get Medigap insurance the person must have
enrolied in the M+ C plan at age 65, must terminate enrollment in the M+ C
plan within 12 months of his or her entry into that plan, AND not have had
any previous enrollment in a Medicare managed care plan.
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If a person leaves the M+ C plan, but had either a previous enrollment in a
M + C plan or was in the plan for longer than 12 months, could that person
revert to the original Medicare plan and purchase a new Medigap insurance?

A person may be able to purchase a new Medigap policy at that time. But, if
the individual had been in a managed care plan on a previous occasion, or
remained in a M + C plan for more than 12 months, he or she would not have
the protections described in this section. Medigap coverage may not be
available or there may be higher premiums based on advanced age. The
same is true if a person is in the original Medicare plan and changes from
one Medigap insurance company to another.

Can an individual be sold a Medigap insurance policy when the seller knows
that the person is enrolled in a M + C plan or has the same coverage under
another policy?

No. It is unlawful for a Medigap policy to be sold or issued if a person has
elected enrollment in a M + C plan or has coverage under another Medigap
policy, where the seller has knowledge that the policy duplicates health
benefits to which the individual is already entitled under the M + C plan or
another Medigap policy. If someone tries to sell a Medigap policy under
these circumstances, this should be reported to the State insurance
department.

What happens if a M+ C plan terminates coverage because it leaves the
Medicare program or loses its M+ C certification?

Plan enrollees have certain rights to new coverage, but these are time
limited. The M+ C plan is required to provide certain information to assist in
making decisions about enrolling in another M + C plan or switching to the
original Medicare plan with a Medigap policy to supplement the coverage.

In general, most individuals who are enrolled with a managed care plan that
terminates its contract with Medicare have the right to guaranteed issue of
any Medigap policies designated “A”, “B”, “C"”, or “F” that are offered to
new enrollees by issuers in the State. (Minnesota, Massachusetts and
Wisconsin have special waivers that allow them to provide guaranteed issue
of policies that are comparable to plans “A”, “B”, “C”, and “F.” In addition,
not all beneficiaries under age 65 will be able to take advantage of these
protections.)
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These above rights apply to individuals by virtue of the involuntary
termination of their coverage. However, certain Medicare beneficiaries in the
terminating plans may have another, separate basis for entitlement to
guaranteed issue of a Medigap policy. If a person had been enrolled in the

M + C plan for fewer than 12 months, was never enrolled in any other
Medicare HMO, and had a previous Medigap policy, that individual may
return to the former Medigap policy if the previous Medigap insurance
company still sells the policy in the State.

If that coverage is not available under the previous Medigap policy, the
individual may purchase Medigap policies “A”, “B”, “C”, or “F” from any
insurer which sells these policies in the State.

In these cases, the insurance company selling the policy may not:
(1) deny or condition the sale of the policy,

(2) discriminate in the pricing of the policy because of health status,
prior history of claims experience, receipt of health care or medical
condition, or

(3) impose an exclusion for any pre-existing condition.

However, the individual has only 63 days after coverage ends to select a
Medigap insurer. Information and assistance is available from the State
Health Insurance Assistance Programs to assist in resolving situations like
these. Their telephone numbers can be found in the back of the Guide to
Health Insurance for People with Medicare or at <www.medicare.gov> on
the Internet.

Are there any other times when these protections would apply?

Yes. If a person moves outside of the M + C plan’s service area or
terminates enrollment for a reason described in the statute, these protections
are in force for 63 days. Further information and assistance is available
from the State Health Insurance Assistance Program, which can tell people
about the State rules that define the reasons a person may end enrollment in
the M + C plan for reasons such as poor quality medical treatment.
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Is there any other time when you may be guaranteed issuance of a Medigap
policy?

Yes. Starting in 1999, you are guaranteed issuance of ANY Medigap policy
if:
o you are at least 65 years old, and
o first become eligible for Medicare, and
o you enrolled in a M+ C plan, and
o you then disenrolled from that plan within 12 months of the
effective date of your enrollment.
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TERMINATION OF YOUR MANAGED CARE CONTRACT

What happens if a managed care plan terminates coverage because it does
not continue in the Medicare program?

If a health plan will no longer continue its contract with the Medicare
program to provide health care to Medicare beneficiaries, the following
alternatives are available:

1. Plan participants may remain enrolled in the non-renewing health plan
until the end of the contract pericd. To choose this option, participants
need take no further action; they will automatically be disenrolled from
the plan and returned to the original Medicare plan as of the effective
date of the health plan's termination. Until disenrollment from the
non-renewing health plan is effective, participants must continue to
use health plan providers.

2. Participants may join another managed care plan that contracts with
the Medicare program. If an individual chooses this alternative before
the end date of the coverage, he or she will automatically be

disenrolled from the non-renewing health plan upon enrollment in the
new HMO.

3. A person may disenroll from the non-renewing health plan and return
to the original Medicare plan before coverage terminates. To choose
this option, the person may disenroll by notifying the non-renewing
health plan, or by notifying Social Security or (as applicable for railroad
retirees) the Railroad Retirement office. Disenrollment is effective the
first day of the month following the month in which it is requested. For
example, if a person requests disenrollment on November 20th, he or
she would be returned to the original Medicare plan effective
December 1. Certain rights to purchase a Medigap policy could be lost
if a person chooses to disenroll before December 31,
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May a person who returns to the original Medicare plan purchase a Medigap
policy?

Yes. If a person returns to the original Medicare plan, that individual may
wish to purchase a Medigap policy. A Medigap policy requires an additional
monthly premium and will pay for some out-of-pocket costs which are not
covered under the original Medicare plan. In addition, for Medigap policies
that insurance companies must offer, the non-renewing plan has a legal
obligation to arrange for beneficiaries to be protected against any
pre-existing condition exclusions under a Medigap policy for up to six months
after the plan terminates coverage. The plan may do this in a number of
ways. This year, the plan was required to notify participants of what
arrangements it had made for such coverage no later than November 2,
1998.

Some plans will identify a Medigap insurer that will waive the waiting period
for coverage of pre-existing conditions. Individuals may then enroll for the
new policy between specific dates identified by the non-renewing managed
care plan.

Must an individual accept a Medigap policy chosen by the non-renewing
plan, or is it possible to shop for a better bargain?

A beneficiary is not bound by the non-renewing plan’s choices of coverage.
A beneficiary is free to shop for a Medigap policy that meets his or her
needs.

Are there any protections for a person who chooses a Medigap policy other
than the one chosen by the non-renewing plan?

When the plan terminates, most participants will have rights to purchase
certain Medigap policies , but must act within 63 days after coverage
terminates. If a person applies for a Medigap policy within 63 days, the
seller or issuer of that policy generally may not:

{1) refuse to sell the person any Medigap policy designated “A”, “B”,
“C” or "F” that the issuer sells in the State;

(2} discriminate in the pricing of such policy because of health status,
claims experience, receipt of health care, or medical condition, or
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(3) impose a pre-existing condition exclusion.
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However, not all beneficiaries under age 65 will be able to take advantage of
these protections. Further information is available from each State’s
insurance department or State Health Insurance Assistance Program.

How does a person go about finding a Medigap insurer?

The person should begin inquiries as soon as he or she receives the
non-renewing plan's notice of termination. This way, the individual will have
time to find the best coverage and have it go into effect on the date
following the effective date of the non-renewing plan's termination from the
Medicare program.

The best course of action in such situations is to contact the State Health
Insurance Assistance Program (SHIP) or State insurance department. SHIPs
have been trained to assist people in resolving situations like these. The
telephone number for the SHIP in each state is available in the Medicare &
You handbook and bulletin, the Guide to Health Insurance for People with
Medicare, and at <www.medicare.gov.> To find out about a particular
State's health insurance assistance program, check the State Government
listing in the telephone book, and contact the State's Office on Aging or
insurance department.

Do these special protections apply to all Medicare beneficiaries?

Medigap insurers must make any policies designated “A”, “B”, “C”, and “F”
that they currently sell available to any beneficiaries over age 65 whose
Medicare managed care plans are terminated. Issuers who currently offer
any of these four policies to beneficiaries under 65 who are entitled to
Medicare because of disability or ESRD must also make those policies
available to beneficiaries whose managed care plans terminate.

This provision does not require issuers to offer any policies (“A”, “B”, “C”,
or “F”) that they do not currently sell, nor does it require issuers that do not
currently sell policies to beneficiaries under age 65 to begin selling to those
individuals. However, it does require the insurers to sell policies to
individuals whose HMOs terminated without any underwriting or preexisting
condition exclusions.
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Chart of the Ten Standard Medicare Supplement Plans

Medicare supplement insurance can be sold in only 10 standard plans. This chart shows the benefits included
in each policy. Every company must make available Plan A. some plans may not be available in your state.
Basic Benefits: Included in All Plans Blood: First 3 pints of blood each year.

Hospitalization: Part A coinsurance plus coverage for 365 days additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses).

A B C D E F* G
Basic Basic Basic Basic Basic Basic Basic
Benefit Benefit Benefit Benefit Benefit Benefit Benefit
Skilled Skilled Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing
Coinsurance | Coinsurance | Coinsurance | Coinsurance | Coinsurance
Part A Part A Part A Part A Part A Part A
Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Part B
Excess Excess
{(100%) {80%)
Foreign Foreign Foreign Foreign Foreign
Travel Travel Travel Travel Travel
Emergency Emergency Emergency Emergency Emergency
At Home At Home
Recovery Recovery
Preventive
Care

*Plans F and J also have an option called a high deductible plan F and a high deductible plan J. These high deductible plans

pay the same or offer the same benefits as plans F and J after the beneficiary has paid a calendar year deductible of $1,500.

Out of pocket expenses, in this instance, are expenses that would ordinarily be paid by a Medigap policy. These expenses
include the Medicare deductibles for Parts A and B, but do not include, in plan J, the plan’s separate prescription drug
deductible of $250, or in plans F and J, the plans’ separate foreign travel emergency deductible of $250.
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SOCIAL SECURITY ADMINISTRATION
Office of the Commissioner
500 E Street, SW, Suite 823

Washington, DC 20254
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Number of Pages: %’
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Location/Organization:
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the railroad retirement acsounts and railroad unemploy-
ment insurance account: Preanded, That nonc of the funds
¢ available in any other paragraph of this Act may
be thgnsferred to the Offiee; used to carry out any such

transf

b {scd to provide any ofﬁ_ce space, oquipment, of-
fice uupplieB\communicntioha facilities or services, muinte-
nanoce semees qr administrative scrvices for the Office;
used to pay any sala:y benefit, or award for any personnel
of the Office; used to paq any other opcrating cxpense of
the Office; or used to rmmb'lt;se the Office for any service
provided, or expense incurred, by'&h_o Office: Provided fur-
ther, That none of the funds mad;availablc under this
heading in this Act, or subsequent Dcpartmcnts of Labor,
Iealth and Human Bervices, and Iiducation, und Reluwd
Agencics Appropriations Acts, may be uscd for any -g\udlt,
investigation, or review of the Mcdicare Program.
SOC1Al, SKCURITY ADMINISTRATION

PAYMENTS TO SOCIAL SKCURITY TRUBT FUNDS

For payment to the Federal Old-Age and Survivors
Insurance and the Federal Disability Inmurance trust
funds, as provided under sections 201(m), 228(g), and
1131(b)(2) of the Social Sceurity Act, $19,889,000.

SIRCIAL BENEFITS FOR DISABLED OOAL MINERS

Kor carrying out title IV of the Federal Mine Safety
and Ilealth Act of 1977, 382,803,000, to rcmain avail-

able until expended.

VorDuin 144007 Q0 11E0E 11,1008 JedNMAN ROGDOND FAn 001D Fral 0002 Bt B081  LIODRESTIGOACONPHZT44.CON  BAPPROY
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For making, after July 37 of the current fiseal year,
benefit payments to individuals under title IV of the Feg-
cral Mine Bafety and Health Act of 1977, for costs in-
curred in the current fiscal year, auch smounts as may
be necessary. : .

For making benefit payments under title 1V of the
Federal Mine Safety and Health Act of 1977 for the first
quarter of fiscal year 2000, $141,000,000, to remain
available unti] cxpended.

SUPPLEMENTAL SECURITY INCOMK. PROGRAM

For enrrying out titles X1 and XVI of the Social Se-
curity Act, section 401 of Public Law 92 -603, anaction 212
of Public Law 93 -66, as amended, and section 405 of
Public Law 95-218, including paymont to the Social Secu-
rity truat funds for administrative cxpenses ineurred pur-
guant to soction 201(g)(1) of the Social Security Act,
$21,5662,000,000, to remain available until expended; Pro-
vided, That any portion of the funds provided to & State
in the current fisaal year and not obligated by the State
during that year shall be returned to the I‘reasury

From funds provided under the previous paragraph,
not less than $100,000,000 shall be available for payment
to the Social Security trmst funds for administrative ux-
penses for eondueting continuing disability roviews.

In addjtion, $177,000,000, to remain svailuble uni
Beptamber 30, 2000, for payment io the Social Securily

Vorluin MUAVES 11D QW I VIR MEOED RO Fred0108 FriBeER 253! VAOTARFTO MROUNATLI 700N GAMFADN
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trust funds for administrative expenses for continuing dis-
ability reviews as authorized by section 103 of Public Law
104-121 and scction 10203 of Public Law 105-83. The
term “‘continuing disability reviews” means roviews end
redeterminations as defined under section 201(g)(1)(A) of
the Social Secﬁrity Act, as amended.

For making, after June 15 of the current fizcal year,
benefit payments to individuals under title XVI of the So-
eial Security Act, for unanticipated costs incurred for the
current fiscal ycar, such suma as may be necessary.

For making hencfit payments under titie XVI of the
Social Sccurity Aot for the first quarter of fiscal ycar
2000, $9,550,000,000, to remain available until expended.

LIMITATION ON ADMINISTRATIVE, RXPENBES

For nccessary expemes, including the hire of two pas-
scngoer motor vehicles, and not to exeeed $10,000 for offi-
¢i] reecption and representation cxpenses, not more than
$5,996,000,000 may be expended, us authorized by sec-
tion 201(g)(1) of the Social Security Act, from any one
or all of the trust funds referred to therein: Provided, That
not leas than $1,600,000 shall be for the Social Seeurity
Adwvirory Board: Pruvided further, That unobligated bal-

"ances at the end of fiscal yoar 1999 not needed for fiscal
ycar 1999 shall remain available until expended to invest
in the Social Security Administration computing network,
including related equipment and non-payroll administra-

WDy {64MAYes 1D 012, @R MEURE FOMMD Fmi0i0S FAel@ VW01 VOMEPNINCONTNIIACON SASSEDY
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tive expensas aggocialed solaly with this natwork: ’rovided
Sfurther, That reimbursement to the trust funds under thiu
heading for expenditures for official time for employees
of the Social Security Administration purguant to seclion
7131 of title 5, United States Code, and for facilitics or
suppurt services for labor organizations pursuant to poli-
cies, regulations, or procedures referred to in soction
7135(b) of such title sball ba made by the Secretury of
the Treasury, with interest, from amounts in the general
fund not otherwise appropriated, as soon as possible after
such expenditures arc made,

From funds provided under the previous paragraph,
notwithstanding the provision uuder this heading in Jublie
1aw 105-78 rogarding unobligated balanccs at the end
of fiscal year 1998 not nceded for such fisoul year, An
amount not to exceed $50,000,000 from such unobligaled
balances shell, in addition to fanding already available
under this heading for fissal year 1999, be available for
NOCERSATY CXPCNECS. |

From funds provided under the first plﬁagraph. not
less than $200,000,000 shall be available for conducting

continuing disability reviews.

From funds provided under the firgt paragraph, the

5'/':

Commissioner of Social Sceurity4 direct nev

movesdian  $6,000,000 for Federul-State partnerships
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which will evaluate mcansa to promolc Medieare buy-in pru-
grums tarpetced to clderly and disabled individuals under
titles XVIII uud XX of the Bocial Scourity Aet.

In addition to funding giready availnble under this
heading, and subject to the .a.nme terms and conditions,
$355,000,000, to remain available nntil September 30,
2000, for continuing disabllity revicws as authorized by
saction 103 of Publiv Law 104-121 and section 10203 of
Public Law 105-33. The term “continuing disability re-
views’’ means reviews and redeterminations as defined
under section 201(g){1)(A) of the Bovial Sccurity Act as
amended.

In addition, $75,000,000 to be derived from adminis-
tration fees in excess of $5.00 per supplementary payment
collected pursuant Lo section 1616(d) of tha Social Secu-
rity Aet or section 212{b)(3) of Public L.aw 93-66, which
ghall remain available unti! expended. To the extent that
the amounts collected pursuant to such seotion 1616(d)
or 212(b}(3) in fiscul year 1999 excced 875,000,000, the
amounts shall be available in fiscal year 2000 oniy to the
extent provided in advance in appropriations Acts.

O¥FICE Or INSTECTOR GENERAL
(INCLUDING TRANSFER OF FUNDS)

For expenses nececssary for the Office of Inspector
General in carrying out the provisions of the Inepector
Gencral Aci of 1978, as amended, $12,000,000, togrther

VDl YARASAE 11EDO 12 VAL MIONDOD FOOOOO0 Fou GG FEMOSAE Baed GEYL U ADPREPTV BOROOINSHATIM-LO0N  SAPPADT
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with not. to execed $44,000,000, to be transferred and ox-
pended as authorized by section 201(g)(1) of the Social
Becurity Act from the Federal Old-Age and Survivers In-
surence Trust Fund and the Federal Disability Insurance
Trust Fuand.

In addition, an amount not Lo excecd 8 percent of
the total provided in this appropriation may be transferred
from the “Limitation on Administrative Kxpenses”, Social
Security Adminiatration, o be merged with this aecount,
to be available for the time and purposes for which thie
account is aveilable: Provided, That nutice of such trans-
fers shall be trunsmitted promptly Lo the Committees on
Appropriations of the Tlouas and Scnate.

UNITRED STATES INSTITUTE OF PEACE
OPKRATING EXPENBES

For neccssary expenses of the United States Inslitute
of 1’cace as authorized in the United States Institute of
Peaos Act, $12,160,000. 7

TITLE V—GENERAL PROVISIONS

SBC. 501. The Secrctarics of Labor, Health and
Human Servicee, and Education are authonized to transfer
unexpended balances of prior apprupriations to accounts
corresponding to current appropriations provided in this
Act FProwded, That such transferred balances arc uaed for

VirQuin 1 AAAY-AS 1S O 12, LIPS MOOIND TODDG Fantil Folesll MRS  UXSPOEPTURRGON \ W74 4. 10 SARFLION
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Fram funds provided under the firs( parg-
‘groph, not lesy than 8200000 200 shall be arat -
padle for oconducting continuing disability re-
riews.

From funds provided under the first pave-
graph, the Comumissioner of Secial Secunty sha!’
direct 36,000,000 for Federal-Sitate parimer:iips

which will evaluate mexns o promete Mos
buy-in programs tarjeted (o eideriy and di
wndividuals under Sties XV and i X
Soca! Secunity A

in addition to furding aiready avaiiabls
urder this heading. and sublect !¢ *he jaem
(e and conditions, I35 WO G 15 rormggn
avenlacle until Septamber 20, 200 . or conti=y.
ing disabilily reviews as authesioad *y sociicn
195 of Public Law i4-12] angd se¢iinn 16207 -
Futiic Law 10533, The term rontinuing 4w
COUtly revews’” means reuiews and redeterming.
nons s defined urdsr section 20175,01i(A) =f the
Lenal Securnity Act as amended.

in eddition, $75.700.000 tG he derived from ad-
rrnisiration fees in crcess of 3500 per supgple-
mentary payment ccllected pursuagnt o sectisn
816(d) of the Socwal Secunty Act or sectior
212:0M1) of Putlic Law 91366, - rich shall re-
main awailable untii erpended. To 'he erxten!
tha! the smounts collected pursuant to such sec
hon !6i16ld) or 212(Di(3) in fiscal year 1999 er-
ceed 175,600,004, the amounts shall be available
in fecal wear X0 only to the extent provided in
cdvance tn aprropnations Acts.

QFFiCs OF INSPECTOR GENERAL
UNCLUDING TRANSFER GF FUNDS)

Far expenses necessary for the QOffice of In-
specter Generad in carrying out the provigions of
the Inspector Gemeral Act of 1978, 23 amended .
112 %0000, (orethet  with  no! o erceed
$4¢.9300,000 te be transferred and erpended as
gulherized by section 201(gMi) of the Socai Se-
~relily At from (ke Federal Qid-A4ge and Sur-
vivnrg Insurance Trus! Furnd arnd the Federa!
Liscéunty insurcnce Trus! Fund.

Im 3dditvon, an amount ro! {6 exceed 1 per-
cent of the tola! pratided (n (his appropriaticn
moy b2 transferred ‘rom the Limitation on Ad-
rminutralize Erpenses™. Jocial Secunty Admir-
wieatien, o de meged with th acccunt. ‘o be
availedle for 'ne time and purposes for ahich
this account s avsiladie: Provided, That nofice
2f such transfevs shau e fransmitted promptly
W the Camsmatiess on  Approprations of he
House and Senalte.

L'NJTED STATES INSTITUTE OF PEACE
OPENATING EXPENSES

For mecessary erpeanses of the United States
irstitule of Peace as authonzed in the Unied
Siates Institute of Prace Ac:. §12.160.,000.

CONGRESSIONAL RECORD —HOUSE

cetvity designed to influence iegisiation o1 ap-
prapraalicns pending tefore the Congress or any
State (eguslature.

SEC. 504 The Secretaries of Lator and Edu-
nen are aack authonezed (o make craiabie
!t vreee? $15 04 s 3:aiable for

mignesy ard -rze S ye-

~al receplisn 2
TESERLQNON €XPeTises nol 1o eroeed 82 M) from
the fuads ar2egkle for 0 Salaeeg and erromses,
Federal Meohiation 3n? (3 T )
and Ae Thareman 2F (Re N2lomal
Brara w 2uthoriced 9 make avaliany
Al reception and represeninno
oexeced 82 NS
s and ex . Mediaticn A

S&C, 5. Noiyuhstanding any other pro o
of thas Acl, re junds appropnated under this
£20 shall be wsed (9 rurry oul any program of
distributing stertle ncedies or syvinges for the
Rypodermic inyection of any illegal drusg.

SEC. 335, (G) PURCNASE OF AMERICAN-MADE
EQUIFMEAT aND PRODUCTS.—I1 is the semse of
the Congress that, lo Lhe greatest ertent proc-
ticable afl ejuipment and products purchased
with funds made avatloble in this 47! should he
Amencan-made.

)Y NSTICE PEQUIREMENT. — I providing fi-
ancia! GEEStInCe o, Or entenng into uny ~on-
iract with, ary entity using furnds made avatl-
able in thix Act, the head ¢f each Federa! agen-
Y. Lo JAr greulast estent practicadle. shall pro-
vide 10 such enfliv a netice descnbing fhe slge-
mem( madde in cuksection (ay by (he ConGress.

(0 PROAIBITION OF CONTRACTS Wiry Prascyy
FALSELY LABELING PROSUCTS A5 MADE o
AMESICa, — ! 2t kas kaen Gnally detimrined by
a3 Ccour! o H enoy (hat any pr "
teniic ey 2 Made an
AMOTIAT IRSCTILNIC . DT 2y LnSTIfdn wn
the same meanrny, Ay proaduel sold noor
shipred te the - lef rAg! s nol made n
the United Sictes, he persan shall be :
o tefelve any o gee v suheoniras
with funds made 1vaiable in rhig Al putvuasn!

and ineligit ;

[N

i hearin

Cothe denarmer:

TASSne Stalememis, gress te-
leasss, reguests for prroposals, bid soiiquations
and other documents describing projects 61 pro-
grams fuaded 1n whole or in part with Federal
money, ail grantees receiving Federal funds in-
cluded 1n this Aci, including but not limuted (o
State and lcra! governments and reapients of
Federal resecrch grants, shall clearly stoate. 1)

the: “f tho roral rocly ol H)he rracem

H11147

condition caused by or ansing from the preg-
nancy isell. that wowld. as cerhified by a phys-
~an, place the woman in danget of deathk unless
an 2bortion s performed. ) .

N) Nothing tn the preceding section skall be
sonsirued as prohibiting the erpenditure ty 3
e, iocality, emtily. or pnivate person ef Stote,
soal v opnivale funds Cothe ‘han a2 State’s or

Medicaid malching

Lieaitty'y contribution
wnds).

21 Nothing in the preceding sectian shall de
~onstrued as restricring the ability of any man-
aced care provider from offering aborlion cov-
or the abisity of a State ar Iacality to con-
oct semgrately with such a provider ,’or_ such
erage with State funds “atker than a Stale’s
rality’s contrhunsn of Mediemd matching

e

3

SEC. 819, NotwtlAstanding any ather provision
sflaw, Retea/ter—

i{) no amount may be transferred from an ap-
propriation accoun! [o7 the Departmenls of
Labor, Health and Human Services, and Edu-
cation erceps as authorized in this or any subse-
quent appropriation Act, or tn the Act estabdlish-
ing the program or achivity for which funds are
contained in fhis Act; )

/2) no departmen!. agency, or other enfify,
ther than the one responsible for admimistenng
he program of activity fer which an appropria-
o ig made in this Act, may erercise autqoerity
for the tisming of the cbliganan and erpenditure
of such approprianon, 1Jr for the purpcse [cr
which it is obligated and erperded. except !o
the ertent and 1n the manrer otherwise pro-
ided tn secricns 1512 and (517 of title 31, Urnuted
Srates Code, and

s34 no funds promded tader thes Ace skail ne
sravadie for the salary (or 3qy pari therey) of
an emgpicyer who s reassigned on a fempsrary
Jetad hass o another ponitisn in the pRpicying
agency or deparimen! ¢r IR ARy other agency G
depariment. Lnless the defan oimdependenyd
approved Sy the heud of the empiaw
men! (v 20EMCY.

SEC. 30t tai Nane of the fiinds made availatie
in this Act may be used for--

f5, the rrealion of 2 human embvya Sroem-
bryas far 1egeCICh pUTYPOSESs) Ir

2j research in whick a human smbrys vr em-
hrycs are destroyed, discarded, ov anouwingly
subyected to nsk of injury or death grealer than
that allowed for research on jeluseS in ulero
under 45 CFR 46.208(a)(2) and section 498(b; of
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SSA's Buy-in Demonstration Project
Status as of February 3, 1999

State Participation

Twelve States (California, Florida, Indiana, Kentucky, Louisiana, Massachusetts,
New Jersey, Oklahoma, Pennsylvania, Texas, Utah and Washington) expressed
interest in participating in SSA's buy-1n demonstration. (We received letters from
New Jersey and Washington this week.)

SS5A 1s finalizing its partnerships with seven States that provided strong proposals
for the demonstration to run in the following counties (major population centers),
concentrating on the two applications-taking models:

e Screening Model: Bristol, MA (New Bedford, Brockton and Taunton)
Cumberland and Perry, PA
Lebanon, PA

» Co-location Model:  Essex, MA (Lynn and Salem)
Pittsburg, OK (McAlester)
Oklahoma, OK (Oklahoma City)
Pottawatomie, OK (Shawnee)
Tulsa, OK (Tulsa)
Chester, PA
Fayette, PA

» Application Model:  Dade, FL (central Miami)
Orange and Oscedla, FL (Orlando and Kissimmee)
Vanderburgh, IN (Evansville)
Fayette, KY (Lexington
Hampden, MA (Holyoke, Springfield)
Nueces, TX (Corpus Christi)

» Widow(er)s Model:  Suffolk, MA (Boston)

Other Jtems

ORES expects to award the evaluation contract on or about February 12, 1999.
The training package is being finalized for the unique toll-free number for this
demonstration, and temporary screener jobs have been posted for selection.

Systems is finalizing the screening tool. We await OMB clearance of that tool.

We are still on schedule for March 1999 implementation.
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Department of Labor
Pension and Welfare Benefits Administration
Policy, Regulations and Public Services

Proposal: To provide the Pension and Welfare Benefits Administration with 2 FTE and $240,000 for three new
programs designed to expand pension and health coverage among low-wage and/or low-skill workers. These
three new programs would enhance the ability of small and medium sized companies to provide health and
pension coverage to their employees. Employees would be encouraged to take part in these programs by means
of subsidies and/or tax credits. These proposals are targeted to helping the low-wage/low-skilled worker
find and keep employment and closing the wage/benefit gap between these workers and high-wage/high-skilled
employees.

Rationale: According to research, low-wage/low-skill workers comprise a large portion of workers with no
health insurance and inadequate retirement savings. This lack of health and pension coverage places various
financial demands on these employees and their families and on society; these demands may increase the cost
of health care, increase reliance on public programs, reduce productivity, and exacerbate levels of poverty
as demands on the social safety net increase as the “baby boom” generation reaches retirement age.

Surveys have indicated that this lack of health and retirement coverage is correlated with wages and
employer size. Among workers who earn less than $10,000, 30 percent have no health insurance. 1In
comparison, approximately 17.5 percent of all workers are uninsured, and among the highest paid workers
($50,000 or more), only 4.3 percent are uninsured. One reason for lack of coverage is that the employee
portion of health care premiums constitutes a large proportion of disposable income. At firms with 25 or
more employees, the average annual employee contribution to the premiums for individual coverage is $525.
For family coverage, the annual employee contribution is nearly $1,800. At smaller firms, the employee
contribution is apt to be higher due to higher overall premiums for smaller groups and more cost sharing by
employers.

In addition, a large proportion of low-wage employees or employees at small f%rms are not saving for
retirement. For example, in 1993, only 24 percent of workers in firms with fewer than 100 employees were
covered by pensions, compared to 68 percent of workers at firms with more than 100 employees. Conventional
wisdom suggests that retired persons should' receive approximately 70 percent of their pre-retirement income
in order to maintain a lifestyle consistent with their pre-retirement standard of living. This retirement
income should come mainly from three sources: an employer-based retirement plan, Social Security, and
personal savings. Many low-wage and low-skill employees, however, do not have savings accounts that are
directed toward retirement. For example, eight out of ten respondents to a survey conducted by Public
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Agenda with incomes less than $25,000 annually had less than $10,000 saved for retirement while only four in
ten respondents with incomes from $35,000 to $50,000 had less than $10,000 in an account designated for
retirement. Nor do many of these employees, especially those at small firms, have access to or participate
in an employer-sponsored retirement plan (see below). These employees (without savings or retirement plans)
will need to rely solely on Social Security for a retirement income.

Much of the lack of coveraée, both by health care and retirement plans, can be traced directly to access to
plans. Smaller employers offer health coverage at a lower rate than larger firms. These same firms also
are less likely to offer a retirement plan. One of the primary reasons for not offering these plans is
cost. The Small Employer Retirement Survey (1998) reports that 45 percent of respondents cite the costs of
required contributions to a retirement plans as an important reason for not offering plans (12 percent cite
this as the most important reason). In addition, firms that offer health insurance typically pay up to 80
percent of health care premiums and, even though health cost increases have moderated in recent years, these
costs may still be a major portion of employee compensation, especially among low-wage workers.

Thus, employees in small firms (which tend to pay lower wages) are doubly affected: the firms they work for
are more likely to not offer health and pension coverage and even when offered, these employees are less
likely to accept coverage. According to the 1993 CPS Employee Benefits Supplement, only about one in five
employees work at small firms that provide some form of pension plan.

As families are moved from welfare under the Temporary Aid to Needy Families (TANF) program, this problem
may be increased. Preliminary studies indicate that many families moving off TANF and into the workforce
are obtaining low-wage jobs. While there is no definitive study on the numbers of people losing health care
coverage completely, these families are relinquishing health coverage under the Medicaid system. This
transition from publicly sponsored health care to no health coverage may induce some heads of families to
remain on TANF, further exhausting their eligibility under the 2 and 5§ year time limits.

The passage of the Children’s Health Insurance Program has provided low-wage parents with a means for
purchasing affordable health care for their children. However, this still leaves many adults uncovered as
they move from Medicaid to the work force.

Further, although many of these workers receive job and skills training, many do not receive financial
planning enabling them to make informed decisions regarding planning for retirement. Nor may many of these
families have access to programs that allow them to save for retirement through an employer.

PWBA currently has a general retirement education initiative. The three proposed programs will provide the
financial incentive for employers to offer the means through which employees can save for retirement or
purchase health insurance and additional incentives for employees to take part in these programs.
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1. Welfare-to-Work Credits: Modeled on the Worker Opportunity Tax Credit (WOTC) program, which is
administered by DOL’s Employment and Training Administration, this proposal would provide tax credits to
employers who otherwise qualify for WOTC and who provide health care and/or pension benefits.

At present, under WOTC employers who hire a welfare recipient are eligible to receive tax credits up to
$8,500 annually for each recipient hired. This credit is intended to provide the employer with an incentive
to hire the welfare-to-work candidate and offset some of the costs of training and development provided for
these candidates.

The Welfare-to-Work tax credit program expires May 1, 1999. If the program expires as scheduled, PWBA
proposes to replace the Welfare-to-Work tax credit with a similar program that allows employers who hire
candidates who would have qualified under the original Welfare-to-Work tax credits to claim subsidies for
providing these hires with health insurance coverage or pension savings plans. Should the Welfare-to-Work
program be extended, PWBA proposes to supplement the program with additional employer credits.

Care must be taken to ensure that “crowding out” (a phenomenon in which subsidized health insurance
substitutes for health insurance that would normally have been provided even without the subsidy) is held to
a minimum., Additionally, the program must be designed to ensure that employers take advantage of the
program by offering health care or pension benefits to Welfare-to-Work candidates while denying these same
benefits to existing, non-subsidized employees.

Administration of the program would be as an extension of the present Welfare-to-Work program and continue
to be under the jurisdiction of DOL'’s Employment and Training Administration. The forms presently in use
could be modified and the same qualifications could be used.

2. Enterprise Zones: Building on the “Enterprise Community/Empowerment ZzZone program of which various
agpects fall under the auspices of three agencies (Agriculture, HHS, and HUD}, PWBA proposes that additional
tax credits be provided to companies that locate new business in designated zones. The Enterprise Community
program is a ten-year program designed to provide tax and regulatory relief to attract or retain businesses
in distressed rural or urban areas. Overall, urban areas have a higher percentage of uninsured Americans.
Coupled with the Welfare-to-Work program, targeted tax credits for employers locating within distressed
areas could provide the impetus for increasing employment with health and pension coverage.

Administration of the program would be through HUD, which presently acts as the lead administrative agency
for the present EC/EZ program. Companies locating new business and extending health/pension coverage to
employees within an EC/EZ or companies already located in an EC/EZ and extending new coverage to its
employees (i.e., employees not having access to employer-sponsored pension or health plans for the past 12
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months) would qualify for tax credits or subsidies. Only companies qualifying for EC/EZ funding/subsidies
would be eligible. HUD would use existing qualifications to determine eligibility. The program design would
need to ensure that coverage would not be limited to a limited number of employees

The goal of this program is to extend coverage to population groups that may not have access to coverage.
Additionally, PWBA could couple it’'s retirement education program with this program, providing education
materials and compliance assistance to companies and workers taking advantage of program.

3. Hggl;hL2gnaign_ggnanmgz_max_gxgdinﬂ: This program would be coupled with the Earned Income Tax Credit.

Low-income workers purchasing health coverage or contributing to a pension or IRA savings plan would be
granted tax credits for the contributions. {The EITC presently provides income tax credits on a sliding
scale and the Health/Pension Consumer Tax Credit phaseout would be consistent with the EITC.) Coverage
under the Tax Credit program would be available for individually purchased health insurance only in
instances where the individual does not have access to employer-sponsored health insurance.

Administration and enforcement of this program would be granted to the IRS under the auspices of the EITC
program.

Budget Digcussjon/Implications: Compliance and enforcement of these three proposals would fall under the
auspices of three different agencies. HUD provides the lead administrative for the Enterprise

Community/Empowerment Zone program, and would be the proper place for administration and oversight of this
program. The IRS, through the tax code, has jurisdiction over the EITC program, and as such, would continue

to have jurisdiction over the Health/Pension Tax Credit. These first two proposals would provide tax
relief for corporations providing these products to their employees, and as such, have negative budget
implications (less revenue due to tax credits/writeoffs). The size of the Welfare-to-Work tax credits would

depend upon the number of employers taking advantage of the subsidies and the cost of insurance premiums.

The Health/Pension Consumer Tax Credit depends on two variables: how many employers offer health/pension
plans and how many employees accept the offer.

None of the proposals requires direct funding from the Department of Labor or PWBA. However, for each
proposal, there is a tax revenue implication. Administratively, PWBA requests 2 FTE and $240,000 to
coordinate these programs with the agencies that have jurisdiction. One FTE and $120,000 would assist in
designing the WOTC tax program, liaison with ETA, and provide technical assistance to the regions. One FTE
and $120,000 would be tasked with coordinating the efforts of PWBA under the EZ/EC program with
HUD/HHS/USDA. This would include providing retirement education materials to the EZ/EC partners and
companies, working with the locals EZ/EC agencies to promote the use of the credits or subsidies, and
working with HUD/HHS/USDA.
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Impact on Strategic Goals: This proposal will further the Department’s second strategic goal: A Secure
Workforce. PWBA is charged with enhancing the access to pension and health benefits for all Americans. Low
wage workers, and especially those at small firms, are disadvantaged due to: (a) lack of access to these
benefits; and (b) lack of ability to finance these benefits because of cost (premiums or retirement fund
contributions). These proposals address these problems by providing financial relief to both the suppliers
of the benefits (employers) and to those accessing the benefits (employees). By enhancing the ability’ of
employees to access affordable benefits, PWBA achieves its goal of promoting the economic security of
workers and families

1mnggL;Qn_ngklgad_and_zgxﬁgxmangg: The administration of all three programs fall within the auspices of
outgide agencies (ETA, IRS, HUD/HHS/USDA). The two additional FTE are requested for coordination and

information dissemination purposes. To implement this program, PWBA is requesting the addition of two FTE
with skills to design programmatic goals and guidelines, to work closely with other departmental and agency
offices, to coordinate programs and processes, and to communicate with industry and trade officials. PWBA
expects that most inquiries for these programs will be handled by the agency with jurisdiction.
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Department of Labor

Pension and Welfare Benefits Administration

= ] Al €
Object Clas

s Analysis

(In thousands of dollars)

Enforcement
and Compliance
FTE Ceiling: 0
EOY Employment: [+]
11.1 Full-Time Permanent........... e 0
11.3 Other Than Full-Time Permanent..... 0
11.5 Other Personnel Compensation....... 0
11.9 Subtotal, Personnel Compensation... 0
12,1 Ccivilian Personnel Benefits........ 0
21.0 Travel & Transportation of Persons. 0
22.0 Transportation of Things........... 0
23.1 Rental Payments to GSA............. 0
23.3 Communication, Utilities & Misc.... 0
24.0 Printing and Reproduction.......... 0
25.2 Other Services........coece0ueenen - 0
25.3 Purchases from Government Accounts. 0
25.5 Research & Development Contracts... 0
25.7 Operations & Maintenance of Equip.. $20
26.0 Supplies and Materials............. 0
31.0 Equipment......... P e e ser e e —_0
e =1 - . $20
Included above:
Working Capital Fund (25.3)............. (0)
SBtrategic Goal Summary - FTE
Prepared Workforce..............c..uu. o]
Secure Workforce.........coviviie e 0
Quality Workplace....... e e 0
TOTAL. . oocoeeeescovssnsoeonsssosens 0
Strategic Goal Summary - Dollars
Prepared Workforce................... ! 0
Secure Workforce................. ..., $20
Quality Workplace............... ... 9
TOTAL. v vssvesanonsstnsetossssonss i $20

Cross Cut/

Policy, Decision

Regulations and Program Paper

Public Services Oversight —Total
2 0 2

2 0 2

$142 0 $142

0 0 0
-0 _—20 — 0
142 0 142

30 0 30

10 0 10

1 0 1

12 0 12

1 0 1

0 0 4]

4 o 4

12 0 12

0 [o] 0

"0 0 20

2 0 2
— & —_— _
$220 0 $240
(12) (0) (12)

0 0 0

2 0 2
_0 _ 9 E—]
2 0i 2

0 0 0

$220 0 $240
JESI— ) _20 E—"
$220 0 $240
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reductions. Thus, NASD Regulation
believes that, under most circumstances,
below-breakpoint sales made pursuant
to a bona fide asset allocation program
do not constitute a breakpoint violation.
Moreover, NASD Regulation does not
want to discourage its members from
suggesting asset allocation investment
options to those customers who would
benefit from such strategies.

To aid in distinguishing between bona
fide and improper below-breakpoint
sales, NASD Regulation proposes
amendment of IM-2830-1 to more
precisely identify the facts and
circumstances the staff will consider
when reviewing a particular below-
breakpoint sale. Specifically, IM-2830-
1 will be amended to provide that
NASD Regulation examination staff, in
reviewing a below-breakpoint sale will
consider, among other things, (1)
whether a member has retained records
demonstrating that the transaction was
executed in accordance with a bona fide
asset allocation program and (2)
whether the particular customer
involved was informed that volume
sales reductions would not be available
for the particular sale due to the
allocation of the total purchase among a
variety of funds.

I1. Discussion

The Commission has determined to
approve the Association's proposal to
amend IM 2830-1. The standard by
which the Commission must evaluate a
proposed rule change is set forth in
Section 19(b) of the Act. The
Commission must approve a proposed
NASD rule change if it finds that the
proposal is consistent with the
requirements of Section 15A of the Act*
and the rules and regulations
thereunder that govern the NASD.5 In
evaluating a given proposal, the
Commission examines the record before
it. In addition, Section 15A of the Act
establishes specific standards for NASD
rules against which the Commission
must measure the proposal.®

The Commission believes that the
proposal to amend IM-2830-1 to clarify
the application of the mutual fund
breakpoint sales rule to modern
portfolio investment strategies such as a
bona fide asset allocation plan is
consistent with Section 15A(b)(6) of the
Act in that it is designed, among other
things, to prevent fraudulent and
manipulative acts and practices, to
promote just and equitable principles of

115 U.S.C. 780-3.
515 US.C. 78s(b).
615 U.S.C. 780-3.

trade, and, in general, to protect
investors and the public interest.”

The Commission agrees with NASD
Regulation that the proposal promotes
just and equitable principles of trade by
providing enhanced guidance to both
NASD members and the NASD
Regulation examination staff regarding
the application of the Association’s
breakpoint sales rule. The Commission
further believes that the proposal, by
drawing attention to the importance of
(a) maintaining records describing the
reasons for a particular asset allocation
plan, and (b) disclosing breakpoint sales
practices and discounts to customers,
the rule should help to deter fraudulent
and manipulative acts and practices by
NASD members.

III1. Conclusion

The Commission believes that the
proposed rule change is consistent with
the Act, and, particularly, with Section
15A thereof.8 In approving the proposal,
the Commission has considered its
impact on efficiency, competition, and
capital formation.?

It is therefore ordered, pursuant to
Section 19(b}(2) of the Act,10 that the
proposed rule change (SR-NASD-98-
69) is approved.

For the Commission, by the Division of
Market Regulation, pursuant to delegated
authority. 11
Margaret H. McFarland,

Deputy Secretary.
[FR Doc. 98-30825 Filed 11-17-98; 8:45 am)]
BILLING CODE 8010-01-M

SOCIAL SECURITY ADMINISTRATION

Demonstration to Improve Enroliment
in State Buy-in to Medicare for Low-
Income Medicare Beneficiaries

AGENCY: Social Security Administration.

ACTION: Notice, request for comments
and solicitation for demonstration
participation by States.

SUMMARY: Title 1V of Division A, Social
Security Administration, of the
Omnibus Consolidated and Emergency
Supplemental Appropriations Act,
1999, Public Law 105-277, directs the
Commissioner of Social Security to
expend $6,000,000 for Federal-State
partnerships which will evaluate means
to promote the Medicare buy-in
programs targeted to elderly and
disabled individuals under titles XVIII

715 U.S.C. 780-3(b) (6).
815 US.C. 780-3.
915 U.S.C. 78(0)f.

w15 US.C. 78s(b)(2).
1117 CFR 200.30-3(a)(12).

and XIX of the Social Security Act (the
Act). Administration of the Medicare
buy-in programs described in titles
XVIII and XIX of the Act is the
responsibility of the Administrator of
the Health Care Financing
Administration (HCFA) in the
Department of Health and Human
Services. The Commissioner of Social
Security is responsible for the Social
Security and Supplemental Security
Income (SS]) programs described in
titles IT and XVI of the Act.

The Medicare and Medicaid programs
are statutorily linked to the programs
administered by the Social Security
Administration (SSA). Because of this
linkage, SSA provides certain Medicare-
and Medicaid-related services to HCFA,
the States and to SSA’s beneficiaries.
Among these services are public service
information activities about the
Medicare and Medicaid programs,
categorically needy Medicaid eligibility
determinations in most States and
referral activities for certain Medicaid
benefits in all States. The scope of SSA’s
involvement in the Medicare and
Medicaid programs is defined in the Act
and in agreements between SSA and
HCFA and between SSA and the States.

The demonstration project specified
in Public Law 105-277 will assist SSA's
low-income disabled beneficiaries and
beneficiaries age 65 and over who are or
could be eligible for Medicaid benefits
to help pay their Medicare costs. SSA
intends to work with HCFA to identify
and investigate barriers and to foster
enrollment of those beneficiaries in the
Medicare buy-in programs. SSA is
requesting public comment about these
plans and soliciting States to express
their interest in participating in this
demonstration.

DATES: Interested persons are invited to
submit comments on or before
December 18, 1998. States interested in
participating in this demonstration
should submit expressions of interest on
or before December 18, 1998 to the
address below.

ADDRESSES: Written comments and
expressions of State interest in
participation should be addressed to
Craig A. Streett, Office of Program
Benefits, Social Security
Administration, 6401 Security
Boulevard, Room 3-M-1 Operations
Building, Baltimore, MD 21235, or
should be electronically mailed to the
internet address Craig.Streett@ssa.gov,
or should be faxed to 410-966-0980. All
comments and expressions of State
interest in participation received at the
internet address will be acknowledged
by electronic mail to confirm receipt.
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FOR FURTHER INFORMATION CONTACT:
Craig A. Streett, (410) 965-9793.
Individuals who use a
telecommunications device for the deaf
(TDD) may call 1-410-966-5609
between 7:00 AM and 7:00 PM, Eastern
Time, Monday through Friday.
SUPPLEMENTARY INFORMATION: Section
226 of the Act [42 U.S.C. 426] describes
the rules for entitlement to Medicare
Hospital Insurance (HI) benefits, also
known as Medicare Part A. Generally,
Social Security beneficiaries who have
attained age 65 are entitled to Medicare
Part A benefits without filing an
application or other request for those
benefits, as are disabled beneficiaries
who have received 24 consecutive
months of Social Security benefits.
Under section 226A of the Act [42
U.S.C. 426~1], certain individuals who
suffer from end stage renal disease can
also become entitled to Medicare HI
benefits. Some individuals may also be
entitled to Medicare HI benefits through
purchase under the rules in sections
1818 and 1818A of the Act [42 U.S.C.
1395i-2 and 1395i-2a].

Section 1840 of the Act [42 U.S.C.
1395s] describes the rules for purchase
of Medicare Supplementary Medical
Insurance (SMI) benefits, also known as
Medicare Part B. Generally, Medicare
Part B benefits will begin when
Medicare Part A benefits begin unless
the beneficiary declines the Part B
benefits. Usually the beneficiary is
responsible for the payment of a
monthly premium for Medicare Part B
benefits. Section 1843 of the Act [42
U.S.C. 1395v] describes the agreements
States may enter into to purchase SMI
benefits for some individuals. The
purchase of SMI benefits by a State for
an individual is referred to as “Medicare
Part B buy-in.”

Section 1902(a) (10)(E) of the Act [42
U.S.C. 1396a(a)(10)(E)] requires each
State's plan for medical assistance to
provide for Medicare cost-sharing
(including Medicare Part B buy-in) for
certain groups of low-income
individuals. Some of the groups of low-
income individuals are:

1. Qualified Medicare beneficiaries
(QMBs). QMBs are individuals who are
eligible for Medicaid payment of their
Medicare premiums, deductibles and
coinsurance. QMBs must be entitled to
Medicare HI benefits (through their own
entitlement or by purchase). QMBs must
also have income that does not exceéed
the Federal poverty level (FPL) after
application of the SSI income
exclusions, and have resources with
values that do not exceed twice the SSI
standards after application of the SSI
resources exclusions.

2. Specified low-income Medicare
beneficiaries (SLMBs). SLMBs are

.Medicare beneficiaries who would be

QMBs but for income which exceeds the
FPL but is less than 120 percent of the
FPL after application of the SSI income
exclusions. SLMBs are eligible for
Medicare Part B buy-in.

3. Qualified individuals—1 (QI-1s).
Subject to the availability of funding,
QIl-1s are Medicare beneficiaries who
would be QMBs or SLMBs but for
income which exceeds the allowable
limit but is less than 135 percent of the
FPL after application of the SSI income
exclusions. QI-1s are eligible for
Medicare Part B buy-in.

For most Medicare beneficiaries,
Medicare entitlement is an automatic
result of Social Security entitlement
when other statutory factors of Medicare
eligibility are met. Thus, most Medicare
beneficiaries also are beneficiaries of the
Social Security program administered
by SSA. Because of the linkage between
Medicare entitlement and Social
Security entitlement in title II of the Act
and the duties of the Commissioner of
SSA in‘title VII of the Act, both SSA and
HCFA have Medicare entitlement
responsibilities. In addition, SSA
performs additional enrollment and
other Medicare-related activities under
the auspices of agreements between
HCFA and SSA.

Many States have entered into
agreements with SSA for SSA to make
categorically needy Medicaid eligibility
determinations for the State's SSI
beneficiaries under the authority in
section 1634 of the Act [42 U.S.C.
1383c]. Acting on behalf of States with
such agreements, SSA processes
Medicare Part B buy-in for SSI
beneficiaries who are eligible for this
assistance under the rules in section
1843 of the Act.

Although Medicare entitlement
usually is a product of the Social
Security entitlement process, Medicare
Part B buy-in eligibility determinations
are a Medicaid process. Under title XIX
of the Act, Medicaid is State-
administered under the terms of State
plans approved by HCFA. SSA plays
only a limited role in qualifying
individuals for Medicare Part B buy-in.
SSA does make some buy-in decisions
in certain States, but only for SSI
beneficiaries. SSA also publicizes the
availability of the Medicare Part B buy-
in programs in its field offices and
through the SSA toll-free number, 1-
800-SSA-1213.

A lack of awareness about the
Medicare Part B buy-in programs
appears to be one of the major obstacles
to enrollments. Other obstacles to
enrollments have also been suggested,

including the confusion of potential
eligibles as to how to apply for these
programs and a preference for dealing
with SSA field offices rather than with
local welfare offices.

Because of the low enrollments in the
Medicare Part B buy-in programs, SSA
will conduct a Medicare Part B buy-in
demonstration to assist our
beneficiaries. The two-part
demonstration will be designed to
identify and overcome the obstacles to
Medicare Part B buy-in enrollments for
QMBs, SLMBs and QI-1s. Conferring
with HCFA, SSA intends to implement
both internal and external components
of the demonstration, and SSA invites
States to form Federal-State
partnerships with SSA to participate in
this demonstration.

As currently envisioned, the internal
component of the demonstration would
involve increased Medicare Part B buy-
in referral activities by SSA employees
when contacted by Medicare-entitled
beneficiaries. An example of this type of
increased referral activities may be
eligibility screening and subsequent
direct notification of Medicaid State
agencies when a Social Security
beneficiary appears to be potentially
eligible for Medicare Part B buy-in.
Currently, SSA suggests that
beneficiaries get in touch with the
Medicaid State agency to discuss
eligibility for Medicare Part B buy-in
without identifying those beneficiaries
to the State.

Medicare-entitled Social Security
beneficiaries routinely contact SSA for a
number of reasons, such as reports of
the death of a spouse. When informed
of a spouse’s death, SSA recomputes the
widow/(er)'s benefit to determine if the
widow (er) might be entitled to a larger
monthly benefit. In all States, SSA
could use these contacts to screen
carefully for potential Part B buy-in
eligibility and both refer the caller to the
Medicaid State agency and provide
identifying information about potential
Medicare Part B buy-in eligibility to the
Medicaid State agency for State-initiated
followup.

The external component of the
demonstration would involve Federal-
State partnerships. State partners that
wish to participate in the demonstration
would provide ZIP code information
that relates to areas within each State
with a high proportion of low-income
aged and disabled Medicare
beneficiaries who could be eligible but
are not participating in the Medicare
Part B buy-in programs. State
participants would join with SSA in
publicizing this demonstration in the
targeted communities. Some State
partners also would be involved in
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educating SSA employees about the
State welfare Medicare buy-in
application process, and/or providing
welfare workers who would be assigned
to take applications in SSA field offices
at certain mutually agreeable, fixed
times during the demonstration.

SSA expects to implement the
external part of this demonstration in no
more than 15 communities. That is, SSA
and its State partners would identify
three sets of up to five comparable
communities in several States. Each set
of five comparable communities would
be selected to participate in each of the
following three models:

1. Screening—Publicity would direct
Medicare beneficiaries who may be
potentially eligible for Medicare Part B
buy-in to contact a toll-free telephone
number staffed by SSA employees. SSA
staff would perform an in-depth
Medicare Part B buy-in eligibility
screening if at all possible while the
caller is on the telephone. Potential
eligibles would then be referred to the
local welfare office to file applications
for benefits, and SSA would track the
progress of those applications with the
State partner.

2. Co-location—In addition to the
publicity and screening efforts cited in
the preceding model, potential Medicare
Part B buy-in eligibles also would be
invited to file an application for benefits
with a State welfare worker stationed
(for at least some fixed part of the week)
at the local SSA office.

3. Application—In addition to the
publicity and screening efforts cited in
the preceding two models, potential
Medicare Part B buy-in eligibles would
be invited to file an application for
those benefits, completing the
appropriate forms with an SSA
employee at the local SSA office.

SSA does not envision all three of
these models starting at exactly the
same time. Federal information
collection clearance procedures,
training, logistical details and mutual
convenience for both the Federal and
State partners will dictate starting dates.
SSA expects these models to end within
nine months after implementation.

SSA intends to employ an
independent contractor to consult on
the design of the demonstration and to
conduct an evaluation of the net
outcomes (e.g., increased applications to
and enrollments in the buy-in programs)
of the demonstrations. The role of the
contractor in the design phase of the
demonstration will be to advise SSA on
how to implement the three models
described above. SSA will be
responsible for collecting data, and SSA
will develop a management information
system. The contractor will assist SSA

and the States in specifying key data
elements to enhance data comparability
across sites. This system may include
existing SSA administrative data as well
as data collected through the
demonstration. Designs that the
contractor will consider include both
experimental and nonexperimental
approaches. An experimental design
might involve a random assignment of
cases to treatment and control groups,
while a nonexperimental design could
include the collection of analogous data
from comparison sites. Each has
important implications for the
implementation of the three models and
for the development of the management
information system. State partners will
be expected to cooperate with the
contractor at key points of the design
and evaluation activities. The contractor
will be expected to consult with HCFA
on its activities. Both the internal and
external components of this
demonstration will be designed to avoid
duplicating any other Federal efforts.

The evaluation component will
include analyses of the relative
effectiveness of the three models in
terms of increasing Medicare Part B buy-
in applications from the eligible
population and increasing enrollments
in the buy-in programs. The evaluation
also will include a comparison of buy-
in program applications and
enroliments under the SSA
interventions versus HCFA publicity
efforts. An appropriate design is critical
to proper measurement of increases in
Medicare Part B buy-in enrollments.

SSA invites the public to comment on
its proposed demonstration design. SSA
also invites States to express interest in
participating in this demonstration.
State partners in the demonstration may
be asked to implement any or all of the
models described above; however, if a
State that wishes to participate would
prefer participation in less than all three
models, those preferences will be
honored to the extent possible.

Authority: Division A, Title [V of Public
Law 105-277.

Dated: November 13, 1998,

Kenneth S. Apfel,

Commissioner of Social Security.

[FR Doc. 98-30873 Filed 11-17-98; 8:45 am]
BILLING CODE 4190-28-P

DEPARTMENT OF STATE

Office of the Secretary
[Public Notice No. 2932]

Nigeria; Determination Under
Presidential Proclamation

I hereby make the determination
provided for in section 6 of Presidential
Proclamation No. 6636, of December 10,
1993, that the suspension of entry into
the United States as immigrants and
nonimmigrants of persons who
formulate, implement or benefit from
policies that impede Nigeria's transition
to democracy is no longer necessary.
Restrictions imposed in said
proclamation, pursuant to Section 212(f)
of the Immigration and Nationality Act
of 1952 as amended (8 U.S.C. 1182(f)),

- shall therefore lapse, and said

proclamation shall terminate effective
immediately.

This determination will be reported to
Congress and published in the Federal
Register.

Dated: October 26, 1998,

Madeleine K. Albright,

Secretary of State.

[FR Doc. 98-30760 Filed 11-17-98; 8:45 am]
BILLING CODE 4710-10-M

DEPARTMENT OF STATE

Office of the Secretary
[Public Notice: 2924]

Extension of the Restriction on the Use
of United States Passports for Travel
to, in, or Through Libya

On December 11, 1981, pursuant to
the authority of 22 U.S.C. 211a and
Executive Order 11295 (31 FR 10603),
and in accordance with 22 CFR
51.73(a)(3), all United States passports
were declared invalid for travel to, in,
or through Libya unless specifically
validated for such travel. This
restriction has been renewed yearly
because of the unsettled relations
between the United States and the
Government of Libya and the possibility
of hostile acts against Americans in
Libya.

The Government of Libya still
maintains a decidedly anti-American
stance and continues to emphasize its
willingness to direct hostile acts against
the United States and its nationals. The
American Embassy in Tripoli remains
closed, thus preventing the United
States from providing routine
diplomatic protection or consular
assistance to Americans who may travel
to Libya.



Social Security Administration
Buy-In Outreach Demonstration

: SSA's demonstration will promote the Medlcare buy-in programs targeted to the elderly
and disabled who may be eligible but have not enrolled. The demonstratlon will:.

° measure the impact of reducing obstacles to. buy-in enrollments identified inthe -
- most recent study publ|shed by Famllles USA, and :

oo

o ‘-"

‘e intensify efforts to |dent|fy potentlal ellglbles from: the Medlcare populatlon who
contact SSA, such as persons who become wudow(er)s :;_" :

SSA will issue internal instructions on referrlng potentral ehgrbles |dent|f|ed durrng SSA
processes (such as death reports taken from riew wrdow(er) ) to Med|ca|d State '
agencies and run a three model demonstratlon .Each model would be conducted in
3-5 communities, for a total of up to 15 communltles in, part|C|pat|ng States targeted .,

. areas.” A Federal Register notice will sohcrt publlc comment and lnv1te States to
part|C|pate in the demonstratlon “The' models are ' &

S ;"
- . +
,.t

1. -Screenmg -Measuring the i |ncrease in. buy-|n partlcrpatlon resultlng from SSA
serving as an |ntermed|ary and facilitator-for- buy-m applrcatlons apporntments at the :
welfare office. . . '

2. Co- Iocat|on Measurlng buy-in part|C|pat|on incréases resulting from SSA referrals
" to a welfare worker outstationed in SSA offices to take buy-in appllcatlons '

3. Applica’tion --Measuring particip_ation increases resulting from SSA helping .'
applicants complete the State's buy-in application forms at the SSA office.

Each community would have a demonstration-specific, free telephone number to call
staffed by SSA personnel who would screen for potential buy-in program eligibility and
set up apporntments for appllcatlons In two-thirds of the communities, the application
would be taken at an SSA office. In one-third of the communities, thé application would -
be completed at the welfare office. SSA also would follow up on outstanding buy-in
decrsrons with the welfare offlce :

E An independent COntractor will consult on the design and evaluate the demonstration to .
determine the increases in buy-in‘traffic resultlng from SSA serving-as an intermediary
in the buy-in eligibility process, and from redirecting the buy-in application process out

' -of the welfare office. The demonstration would not duplicate any other Federal efforts to
analyze the obstacles to buy-ln enrollments.



'_Other SSA Buy-In Initiatives

SSA has other initiatives in place.to promote Medicare buy-in. While SSA
plans for the multi-State buy-in outreach demonstration and prepares new
referral procedures for potential eligibles identified during SSA processing,
other activities are in place to serve the needs of vulnerable aged and '
disabled Medicare benef czanes

e Program- Informatlon 35,000,000 cost-of—llvmg adjustment notices sent
to Social Security beneficiaries this month reflect more prominent,
revised and expanded Medicare buy -in program information.

._ Pubhcnty SSA is workmg with the Health Care Financing Administration
-~ :(HCFA) to increase publicity about the Medicare buy-in programs in .
‘SSA s feld offices, publications and information campalgns | )'f LR

v Targetmg Ehgnbles SSA has made its records available to HCFA to

L select benefnuanes who may be e||g|ble for buy-in.

In Addltlon

Slnce the Summer, SSA issued two sets of detailed reminders to each e

- of its 45,000 intake workers about the importance of following exns’ung
. instructions to discuss the Medicare buy-in programs routinely in.

“.contacts with the public and to inform potential eligibles how to file for
‘those programs.



-

Public Law /05-2727

934

I'rom funds providéd under the first paragraph, not
less than $200,000,000 shall be available for conducting
continuing disability reviews.

I'rom funds provided under the first paragraph, the
Commisstoner of Social Security shall direct $6,000,‘000
for Federal-State partnerships which will evaluate means
to promote Medicare buy-in programs targeted to elderly
and disabled individuals under titles XVIII and XIX of
the Social Security Act.

In addition to funding already available under this
heading, and subject to the same terms and conditions,
$355,000,000, to remain available until September 30,
2000, for continuing disability reviews as authorized by
section 103 of Public Law 104-121 and section 10203 of
Public Law 105-33. The term “continuing disability re-
views”’ means reviews and redeterminations as defined
under section 201(g)(1)(A) of the Social Security Act as
amended.

In addition, $75,000,000 to be derived from adminis-
tration fees in excess of $5.00 per supplementary payment
collected pursuant to section 1616(d) of the Social Security
Act or section 212(b)(3) of Public Law 93-66, which shall
remairn avavlable until expended. To the extent that the
amounts collected pursuant to such section 1616(d) or

212(b)(3) m fiscal year 1999 exceed $75,000,000, the
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C@RPORATION FOR PUBLIC BROADCASTING

The conference agreement includes lan-
guage proposed by the Senate providing an
additional $15.000.000 for digitalization. if
specifically authorized by subsequent legis-
‘ation by September 30. 1999. The Federal
Communications Commission (FCC) has
mandated that all public television stations
e converted from analog to digital trans-
missions by May 2003. Public broadcasting
stations face substantial financial obstacles
in meeting this schedule. Digital conversion
will cause extreme hardship on small rural
stations and the conference agreement en-
courages that funds provided be targeted to
those stations with the most financial need.

FEDERAL MEDIATION AND CONCILIATION
SERVICE

The conference agreement includes lan-
guage proposed by the Senate regarding the
authority of the Director to accept and use
oifts.

INSTITUTE OF MUSEUM AND LIBRARY SERVICES

The conference agreement provides
$166,175,000 for the Imstitute of Museum and
Library Services instead of $146.340,000 as
praposed by the House and $156,340,000 as pro-
posed by the Senate, Within this amount.
the conference agreement sets aside
525,000,000 for national leadership projects.
including $4,000,000 for a broad-baseg com-
petition on improving the quality of library
and museumn services. This competition shall
be administered In a manner cansistent with
the requirements applicable in authorizing
statutes and the Institute's General Admin-
istrative Manual, In administering this com-
petition, the Director shall give full and fair
consideration to applications submitted by
the institutions identified in the Senate Re-
port (105-300) and in this statement of the
managers. The Metropolitan Museurn of Art
has undertaken an innovative project to
record and library digital photographs of a
substantial portion of its collection, which is
the largest collection in the Western Hemi-
sphere. In order to assist the Museum make
its collection available to students and li-
srary patrons throughout the Nation, the Di-
rector is encouraged to provide $500.000 for
this project. In addition. the Director is en-
couraged to continue a National Leadership
grant award to an historic medical library.

The conference  agreement includes
§10.000,000 for the National Constitution Cen-
ter for exhibition design, program planning.
and operztion of the Center to enpage all
citizens in understanding the Constitution
and its histery. The conference agreement
includes 3750.000 for the Digital Geospatial
and Numerical Data Library at the Univer-
sity of Idaho. The conference agreement in-
cludes $1,250,000 for the Franklin Institute in
Philadelphia. PA to maintain and enhance
the oldest scientific journal in the United
States, to manage an extensive international
program and to provide an innovative
science education program in the library set-
ting,

Tghe conference agreement also includes
$2.000,000 for the New York Public Library to
enhance digitization efforts to improve on-
line access to library collections. The con-
ference agreement includes 335000 for the
Children’s Museumn in Manhattan. The con-
ference agreement includes $300.000 for com-
pleting transcription, indexing, cataloging,
and microfilming of approximately 1,200 aral
history interviews relating to Iowa labor and
unions and to process and catalog approxi-
mately 800 shelf feet of labor history archi-
val material in order to make the entire col-
lection accessible to researchers and to the
public. The conference agreement includes
51,1¢0.000 for the Museurn of Science and In-
dustry in Chicago, Illinois for a nautical ex-
hibition.

CONGRESSIONAL RECORD —HOUSE

NATIONAL LABOR RELATIONS BOARD

The conference agreement provides
§184,451.000 for the Narional Labor Relations
Board as proposed by the Senate instead of
$174,661.000 as proposed by the House.

RAJLROAD RETIREMENT BOARD
DUAL BENEFITS PAYMENTS ACCOUNT

The  conference agreement  provides
$189,000.000 for dual benefits payments as
propoesed by the Senate instead of $)91,000.000
as proposed by the House,

LIMITATION ON ADMINISTRATION

The conference agreement includes a limi-
tation on transfers from the railroad trust
funds of 580000080 for administrative ex-
penses as proposed by the Senate instead of
$B6,000,000 as proposed by the House.

LIMITATION ON THE OFFICE OF INSPECTCR
GENERAL

The conference agreement includes a limi-
tation on transfers from the railroad trust
funds of 55.600.000 for the Office of Inspector
General as proposed by the Senate instead of
$5.400.000 as proposed by the House. The con-
ference agreement includes a provision by
the House prohibiting the use of funds for
any audit. investigation or review of the
Medicare program. The conference agree-
ment makes this prohibition a permanent
change in law.

SOCIAL SECURITY ADMINISTRATION
SUPPLEMENTAL SECURITY INCOME PROGRAM

The  conference agreement includes
$21.552.000.000 for the Supplemental Security
Income Frogram instead of 521.495,000.000 as
proposed by the House and 521,538,000,000 as
proposed by the Senate. The conference
agreement includes language authorizing the
Commissioner of Social Security to use
$6.000.000 for Federal-State partnerships to
evaluate ways to promote Medicare buy-in
programs targeted to elderly and disabled in-
dividuals. The conference agreement in-
cludes $1,603,000 to be used to conduct policy
research to support the goals of the Presi-
dential Task Force ont Employment of Adults
with Disabilities. In designing and imple-
menting research on the barriers to employ-
ment for persons with disabilities, the Social
Security Administration shall consult fully
with the Presidential Task Force.

LIMITATION 0N ADMINISTRATIVE EXPENSES

The conference agreement includes a limi-
tation of $5,896.000.000 on transfers from the
Social Security and Medicare trust funds and
Supplemental Security Income program for
administrative activities instead of
$5.949.060.000 as proposed by the House and
$5.962.000.000 as proposed by the Senate.

The Social Security Administration oper-
ates a unique cooperative training program
with the Association of Administrative Law
Judges, Inc., which is recognized by State
bar associations for continuing legal edu-
cation credits. It is believed that this unigue
program will improve SSA’s ability to meet
its performance goals and SSA is encouraged
to continue and expand its support of this
program. including reimbursement of con-
ference registration fees for the Association
of Administrative Law Judges. Inc. annual
training conference. to increase ALJ partici-
pation.

OFFICE OF INSPECTOR GENERAL

The  conference agreement provides
$56,000.000 for the Office of Tnspector General
through a combination of general revenues
and limitations on trust fund transfers as
praoposed by the House instead of $50.212.000
as propased by the Senate.

UNITED STATES INSTITUTE OF PEACE

The  conference agreement  provides
$12,160.000 for the United Stares Institute of
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Peace instead of $11.160.000 as proposed by
the House and $11.495.000 as proposed by the
Senate. Funding provided above the Presi-
dent’s request level shall be used for the Bos-
nia initiative described in the Congressional
budget justification accompanying the fiscal
year 1989 budget request.
TITLE V—GENERAL PROVISIONS
DISTRIBUTION OF STERILE NEEDLES

Both the House and Senate bills contain
prohibitions on the use of Federal funds for
the distribution of sterile needles for the in-
jection of any illegal drug (section 505}. The
Senate language allows the Secretary to
waive the prohijbition to allow a needle ex-
change program if she determines that such
program is effective in preventing the spread
of HIV and does not encourage the use of il-
legal drugs and that the program is operated
in accordance with criteria established by
the Secretary to ensure those conditions are
met. The House bill includes a strict prohibi-
tion with no waiver authority., The con-
ference agreernent is the same as the House
language.

ABORTION RESTRICTION

Both the House and Senate bills contain
the Hyde amendment that was revised in the
fiscal year 1988 appropriations Act. However,
the House bill includes addijtional clarifying
language to ensure that.the Hyde amend-
ment applies to all trust fund programs fund-
ed in the bill. The conference agreement is
the same as the House language.

FUND TRANSFER PROHIBTTION

Both the House and Senate bills contain a
provision that prohibits transfers of funds
from an appropriation account in the De-
partments of Labor, health and Human Serv-
ices and Education except as authorized in
this or any subsequent appropriations Act or
in the Act establishing the program for
which funds are contained in this Act. The
conference agreement makes this provision
permanent.’

TEAMSTERS ELECTION

The conference agreement includes a gen-
eral provision proposed by the House that
prohibits the use of funds in this Act for the
election of officers of the International
Brotherhood of Teamsters. The Senate bill
had no simijlar provision. '

UNOBLIGATED SALARIES AND EXPENSES

The conference agreement includes a gen-
eral provision proposed by the House that
would allow salaries and expenses funds in
the bill that are unobligated at the end of
fiscal year 1999 to remain available for three
additional months, provided that the Appro-
priations Cornmittees are notified before the
funds are obligated. The Senate bill had no
similar provision.

NATIONAL LABOR RELATIONS ACT

The conference agreement does not include
a general provision proposed by the House
that would have amended the National Labor
Relations Act to require the National Labor
Relations Board to adjust its jurisdictional
threshold amaunts for the inflation that has
occurred since the adoption of the current
thresholds an August 1. 1835, The Senate bill
had no similar provision.

HEALTH IDENTIFIER

The conference agreement includes a gen-
eral provision proposed by the Senate modi-
fied to provide that none of the funds in this
Act may be used to adopt a final standard
providing for a unique health identifier for
an individual until legislation is enacted spe-
cifically approving the standard. The House
bill had no similar provision.

SALARIES AND EXPENSES REDUCTION

The conference agreement deletes section
3153 of the Senate bill that would have re-
duced salaries and expenses appropriations



