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MEMORANDUM Center for Medicaid and State Operations 

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

From: Sally 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 Federal Register. 
Specifically, you requested clarification on: protective filing, presumptive eligibility, and 
State incentives. Our response to each of these issues follows. In 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 
demons in the Disabled and Elderly Program Group on (410) 786-9644 or by e-mail at 
Gclemons@HCFA.gov. 

Presumptive Filing 

You note that under SSi, an inquiry about or a discussion concerning an individual's 
possible eligibility for benefits can protect the individual's filing date for benefits (see 
SSI regulations at 20 CFR 416 Subpart C). In other words, the date of the inquiry or 
discussion effectively becomes the date the application was filed, assuming an actual 
application for benefits is filed within a certain period of time. You understand that 
generally the Medicaid program does not follow this particular SSI practice. You ask 
HCFA to consider allowing States participating in SSA's demonstration to use the SSI 
methodology for protecting the filing date for the duration of SSA's demonstration. 

While Medicaid regulations do not specifically require use of SSI's methodology, the 
regulations do not preclude a State from using the SSI 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 SSI methodology only for those individuals eligible for benefits under SSA's 
demonstration, HCFA would consider requests from participating States under section 
1115 of the Act for waivers 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 60 days of the date 
of anotice from SSA that an application must be filed. 

Presumptive Eligibility 

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 Beneficiaries (QMBs) so it does not solve the problem 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, arid the date upon which the individual files an 
application (or makes initial 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 regard 
to QMBs specifically, this 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 approved by the Secretary of HHS. 

The second issue concerns presumptive eligibility. You raise the issue as to whether 
States participating in the demonstration can make individuals presumptively eligible for 
benefits, 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 
found 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. 

?t3te Incentives 

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 participation (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 
authorized by Federal law to be used to match other Federal funds." As a general rule, 
title XIX of the Social 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 th is 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 Authoritv 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 a point of clarity, there is nothing in 
Medicaid statute that would prevent SSA from making eligibility determinations. In fact, 
Medicaid statute specifically allows for this to occur. Section 1902(a)(5) 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 P.05 



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 include 
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 fol lowing: 

• 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. 

• 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 



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, regardless 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 
enrollment 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 1998 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: 

• 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 
Methodology 

Premium 
Beneficiary Age 

= 65 

Premium 
Beneficiary Age 

= 75 
Age Rating $70 $90 
Community 
Rating 

$80 $80 

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. It 
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 long as they submit their applications no later than 
six months after turning 65. 

! 

Can a beneficiary change from one Medigap policy or insurance company to 
another? 

i 

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 may 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 personl had less than 6 months prior coverage, the 
policy must reduce the pre-existing condition exclusion by the amount of 
time the beneficiary had the prijor coverage. It may be advisable to keep the 
first insurance in force until the waiting period has expired for the 
replacement policy. Such overlapping 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? 

i 

When an employer plan termin'ates or ceases to provide benefits, participants 
have certain rights but must exercise them within 63 days after coverage 
terminates. 1 

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

(1) refuse to sell the person any Medigap policy designated "A" , "B" , 
"C" or "F " that the issuer 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-existingjcondition 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.1 
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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 enrollment 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 + CHOICE (M + C) 

For many years, the Medicare law has allowed for Medicare covered services 
to be furnished to beneficiaries through HMOs that contract wi th 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 question). 

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 
enrolled in the M + C plan at age 65, must terminate enrollment in the M + C 
plan within 1 2 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 
Hea ith 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 period. 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 wi th 
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 3 1 . 



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 2 0 % of Medicare-approved expenses). 

A B C D E F* G 

Basic 
Benefit 

Basic 
Benefit 

Basic 
Benefit 

Basic 
Benefit 

Basic 
Benefit 

Basic 
Benefit 

Basic 
Benefit 

Skilled 
Nursing 

Coinsurance 

Skilled 
Nursing 

Coinsurance 

Skilled 
Nursing 

Coinsurance 

Skilled 
Nursing 

Coinsurance 

Skilled 
Nursing 

Coinsurance C 
Part A 

Deductible 
Part A 

Deductible 
Part A 

Deductible 
Part A 

Deductible 
Part A 

Deductible 
Part A 

Deductible 
Part B 

Deductible 
Part B 

Deductible 
Part B 
Excess 
(100%) 

Part B 
Excess 
(80%) 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 
At Home 
Recovery 

At Home 
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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the railroad retirernont accounts und railroad uncmpJoy-

mcnt insurance account: Prr/vided, That none of the funds 

Jo available in any othur paragraph of this Act may 

be wanaferred to thc Office; used to carry out any BUOII 

transfer^uged to provide any office npncc, oquipnienL, of­

fice HuppHê communicationB facilities or Bcrviue«, mdinte-

nanoe servicos.̂ gr administrative services for Uio Office; 

used to pay any salky, benefit, or award for any perKonncl 

of the Offioe; uaed to psjr any other operating expense of 

the Office; or iu»d to rcimtrfnge the Office For any service 

provided, or expense incurred, tlio Office: Prwtited fur­

ther, Tliat none of thc ftinda made available under this 

heading in this Act, or subsequent Departments of Labor, 

Health and Human Bervices, and Education, and Relaied 

Ap^ncics Appropriations Acta, may be used for any^udit, 

invr-stigation, or review of the Medicare Program. ^ \ 

SOCIAL SKCURITY ADMIMSTKATION 

PAYMHNTfi TO SOClAh BKCIJIUTY TEU8T FUNDS 

For payment to the Fedcnil Old-Age and Survivors 

Insurance and thc Federal Disability Inmiranoe truul 

ftinda, aa provided under sectionB 201 (m), 228(g), and 

1131(b)(2) of die Social Security Act, $19,889,000. 

SPBCUL BUN EFITS FOR DI8ABLBD UOAL M1NKKS 

For canying out title IV of the Federal Mine Safnty 

and Health Act of 1977, $382,803,000, to remain avnil 

able until expended. 

ti+mirm iifli««if,i«a» JaMaeo »o*Ba» rmniaa fmmet iMian UMf«^ni«B«ooNru««T4-«xoM w^woi 
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For making, aftci' July 31 of the current flsenl year, 

benefit payments ty individuala under title IV of thc Fed­

eral Mine Bafety and Health Act of 1977, for COBU in­

curred in the current fiscal year, auch amounts as may 

be necessary. 

For making benefit paymenta under title IV of tho 

Federal Mine Safety and Heahh Act of 1977 for the first 

quarter of fiucal year 2000, $141,000,000, to remain 

svailable until expended. 

SUI'I'LHMKNTAL SHCUKJTY INOOMK PROGRAM 

For canying out tillcs XI and XVI of the Social Se­

curity Act, Bootion 401 of Public Law 92 603, Bftction 212 

of Public I jaw 93 -66, as amended, and section 405 of 

Public Ijaw 95-216, including payment to thc Social Secu­

rity trust funds for administrative expenses incurred pur­

suant to Bcction 201(g)(1) of the Social Security Act, 

$21,562,000,000, to remain available until expended: Pro­

vided, That any portion of the funds provided to a State 

in the current fiscal year and not obligated by the State 

during that year shall be returned to the Treasury. 

From funds provided under thc previous paragraph, 

not law than $100,000,000 shall be available for payment 

to the Social Security trust funds for administrative ex­

penses for conducting continuing disability reviews. 

In addition, $177,000,000, to remain available unlil 

September 30, 2000, for payment to the Social Security 

M M W M H M O M t f . i m MWOOtB •AMOOB rrmOOlM Fint M O *»<I«WI l>:WwyTVimaOMruiU74-4 J O N ftMiapi 
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trust funds for administrative expenses for continuing dis 

ability reviews as authorized by section 103 of Public J-iaw 

104-121 and section 10203 of Public I^w 105-33. The 

term "continuing ditmbility reviews" means reviews and 

redeterminations as defined under section 201(g)(1)(A) of 

thc Social Security Act, as amended. 

For making, after June 15 of the current flscal year, 

benefit payments to individuals under title XVI of the So­

cial Security Act, for unanticipated costs incurred for tho 

current fiscal year, such sums as may be necessaiy. 

For making benefit payments under title XVI of the 

Social Security Ant for the first quarter of fiscal year 

2000, $9,550,000,000, to remain available until expended. 

LIMITATION ON ADM1N1BTKATIVB BXPBNBB8 

For necessary expenses, including thc hire of two pas­

senger motor vehiclejs, and not to exceed $10,000 for offi-

eiul reception and repruaentation expenses, not more than 

$5,996,000,000 may be esfiended, as authorized by aeo-

tion 201(g)(1) of the Social Security Act, finora any one 

or all of the. trust funds referred to therein: i^wided; That 

not leas than $1,600,000 shall be for the Social Security 

Advisory Board: Pnrvided jbrther. That unobligated bal­

ances at the end of fiscal year 1999 not needed for fiscal 

year 1999 ahall remain available until expended tn invest 

iu the Social Security Admiuistration computing network, 

including related equipment and non-payroll adrainistra-

POOBBBO rmWIflB ( M l 
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tive expenses associated solely with this network: l*Tovide>d 

further. That reimbursement to the trust funds under thin 

heading for expenditures for official time for employees 

of the Social Security Administration pursuant to seetion 

7131 of title 5, United States Code, and for facilities or 

support services for labor organisations pursuant to poll 

ciea, regulations, or procedures referred to in soetion 

7135(b) of such title shall be made by th« Secretary of 

the Treasury, with interest) from amounts in tho general 

fund not othenvise appropriated, as soon as possible after 

such expenditures arc made. 

From funds provided under the previous paragraph, 

notwithstanding the provision under this heading in l*ublie 

l;aw 105-78 regarding unobligated balances at the end 

of fiscal year 1998 not needed for suoh fiscal year, an 

amount not to exceed $50,000,000 from such unobliguUxl 

balances shsil, in addition to fimding already available 

under this heading for fiseal year 1999, be available for 

necessaiy expenses. 

From ftinda provided under the firat paragraph, not 

less than $200,000,000 shall be available for conducting 

continuing disability reviews. 

From funds provided under the first paragraph, thc 

Commissioner of Social Security-in uiiffi/i wuAl» direct ne* 

i i >hwi $6,000,000 for Federal-State pBrtnarahips 

»iiiWMiT-ir— I I « C M 'L rw **awr> roaowo rm,mi\m rwtmm BMMDI WTHMTM—onm *mfvcccx umoi 
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which will Rvaluatc means to promote Medicare buy-in pro- ) 

grams targeted to elderly and disabled individuals under r 

titles XVIII and XIX of thc Sodal Security Art. ^ 

In addition to ftmding already available under this 

heading, and subject to thc same terms and conditions, 

$355,000,000, to remain available until September 30, 

2000, for continuing disability reviews as authorized by 

section 103 of Publio Law 104-121 and section 10203 of 

Public Law 105-33. Thc term "contjjming disability re­

views" means reviews and redeteiminations as defined 

under section 201(g)(1)(A) of tlie 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 tha Social Secu­

rity Act or section 212(b)(8) of Public Law 93-66, which 

shall remain available until expended. To thc extent that 

the amounts collected pursuant to such section 1616(d) 

or 212(b)(3) in fiscal year 1999 exceed $75,000,000, the 

amounts ahall be available in fiscal year 2000 only to thc 

extent provided in advance in appropriations Acts. 

OVFICE OK INSPECTOR GENRRAL 

(INCiiUDINO TRANSFER OF FUNDS) 

For oxpenses necessaiy for the Office of Inspector 

General in carrying out the provisions of the Inspector 

General Act of 1978, as amended, $12,000,000, together 
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with not, to exceed $44,000,000, to b« transferred and ex­

pended as authorized by section }J01(g)O) of the Social 

Security Act from thc Federal Old-Age and Survivors In­

surance Trast Fund and thc Federal Disability Insurance 

Trust Fund. 

In addition, an amount not to exceed 8 percent of 

thc total provided in this appropriation may be transferred 

from thc "liimitation on Administrative Expen8eB,,, Social 

Security Administration, to be merged with this account., 

to be available for thc time and purposes for which this 

account is available: Provided, That notice of such trans­

fers shall ba transmitted promptly to the Committeetj on 

Appropriations of the TIOUM and Senate. 

UNITRD STATUS INHVITUTK OF PELACB 

OPISRATING BXFENBK8 

For necessary expenses of the United States Inalitute 

of Peace as authorized in the United States Institute of 

Peace Act, $12,160,000. 

TITLE V—GENERAL PKOVISIONS 

SBO. 50). Thc Secretaries of Labor, Health and 

Human Services, and Education arc authorised to transfer 

unexpended balances of prior appropriations to accounts 

corresponding to current appropriations provided in thia 

Act: Provided, That such transferred balances arc used for 

PAGE 7 
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; From funds prtmderf under the firtt para 
i ffroph. col lew Oian 1200.000.000 shall be arai.'-
; jabte /or rondiictins conftnuins dUaMtUv r f -
: xieus. _^ 
* Frrrm f u n d i provided under the first pa'c-
* / yaph. Um CommLmoner of Social Security sKa" 
i V dirert $6,000,000 for Federal-Stote par'juir;>.:[.t{ 
s ) xikich mil evaluate means tc- prone :e .'..'..>-':; 
; •» buy'in prop* sirs tarytted to eider lit iri i-^-if/,?-: 
\ I ndindax.'! unier '-lies XVHi z-d x-X yf '.ne 

f So-yux! Security A- ' . 
V in addiiion lo funding ai'eody av-aiintie 

urule' this heading, a rd rubject to fhe urn: 
t r r v j a id cor.a1ii.7ns. lli5:')O0.0C'O. rs r?nai^ 
avui'.acle unt i l St-plerrUier 30. 2000. ior confi-.u-
ir.S disat i l i ly r e t i ev i a i au(ftc*L»-rd ty ;<>•:••.<•.r 
idi of public i sx ar-.j jfc;.-;.- .•c t̂-j c/ 
Pufc'tc ica? SOS-JJ. The fern To.'i/iRti.'r.p .d«-
ciii.'ilv reviews" mrans reiwi and 'etletfrrrr.:na­
tions as defined ur.d.?i sect ior, 20I'g)(!i(A) cf tht 
Social Security Act as amended. 

; ir. addition. S7S.OOO.000 to be derned fiom ad-
»,: ? rr.inisiration fees in cicess of IS.IH) per svpple-
ii t msTitary payment ccllecled pursuant lo section 
i !SlS(d) cf the Social Secunly Ac: or sectior. 
' f 212'.b!(J) of Putlic Lau- 93-S6. hich shall re-

j •nain available until expended. To the eilent 
i '.ha! the imounts collected pursuant ta such sec-
• tton !616tdt or 2W.b)(3) in fiscal vear 1999 ex­

ceed tlo.OOO.OM, the amounts shall availakli 
•.n fiscal vear ZKC only lo the erlcnt prci-ided ir, 

aitance in appropriations Acts. 
OWCS OF IKSfECTO/i GLSCHM 

iiyCWDlNil TR/LVSFKR OF fUSUS/ 
For erpe^ses necasary for the Office of In 

i-pec-tcr GeneraJ in ra'rying out thc provisions of 
Ite Inspector Gerur-a! Acl of 1973. as amended. 
il2.000.000. tajatht!' xith no: to eiceed 
U4.0GO.QOil It be transferred and erpended as 
aulncmeC bj, section iOKgjii) of the Soczi Se-
r^'ity Ac', fro'n th>: Federal Oil-Age and Sur. 
L'.IJ-J Insurance Trust F-und and the. Federal 
£,--jcCi.'i!y irswcr.cr T'r-^; Fund. 

!r iddiSon. tin amount no! to ezeced 3 per-
crr.t cf ihe '.eta! pr3tided ir. thus appropriation 
ncv be Iransferrad :"Jm the Limitation or. Ad-
nmisfra.'ite Expenses". Social Security Admin-
wfaticn, lo be rwpei n-ith this account, tc be 
availcble for the time and purposes for •j.-r.U-h 
'.hi? account is avsilabie: Provided. That nonce 
•_>/ surn tramsfen $fta.i transmitted promptly 
:o the Committees on Appro-pnations of ttie 
H.?tise and Senate. 

L'»/~£r> ST.* TES ISSTITL'TE or PL ACE 

I OPFSAT/SC EXPENSES 
For necessary exfenses of the Uniied Slates 

Institute of Peace as authorized in the United 
V.ctes fnstirute of Prm-e Act. $12,160,000. 

activity dej iynrf to influence legislation or ap­
propriations pending before the Congress or any 
State leffislatuie. 

SEC. 504. The Secretaries 0! Later j n d Edu-
incn j r g zach auihomed to rnake avaiiabie 

'rr.'. tc excfett UHf/iO f-cm ' \ r l i T-i::at'.e f c 
^zzicrten zr.d r-~- m-i •: . . r - l - - i - i r i i i l . r f -

^ion txpertw ;,'.r '^rcr/.^r •;•/' thi Fed-:r:i \ted-. 
'won ind Conr.iia:: : n Serw: is authcued t-J 
make ivailabte : 
'esenta'.ion eiper 

•.•tTirial "t-.'ep'ion o'.d 

T.-:i C';''.-r.!':2?v;'! l-ir-X'-:' 
..>;" the Saf.OTji; SU.liar.cn 
io make arat/aii'c •••• 
c^reyer'^'.-.'^n crTvr.'.'.vc r>--t 

ur.ij a-.-U'.liible "Sa!.:-

tf:e fvnds a: jiis^;.- '.' 
Fe-diial Mediation 
2nd the Chaiman 
Br.ani is ^uihe-rised 
•nal mcepiion tni ' 
':• exceed $2.:'*.^ ;• • 
-ies and expe-.sef. Xmicnal Media'.ic. citard". 

Strc. &)5. Xol j iths'.zndinz any .-.•ther pc-i-.r.or. 
:•! this Acl. ne funds appropriated under this 
A: ; shall be used to carry oul tmit program nf 
distributing sterile needles or r y m j e s (or the 
hypodermic injection of any illegal druy. 

SEC. >X. (c) PURCHASE or AM ERICAS-MADE 

EQ'JIFMEST /(.VO Pftot>CCTS. — lt is Ihe sense of 
the Ccnjresj that, to the greatest extent prac­
ticable, at! e^-uipment and products purchased 
with funds made available in this Ac! should be 
Araerican.-rr^de. 

\'C-TICE P.F.QVWEMEST— In providing f\-
nancia! assistance to. or entering into any con­
tract u-i'.h, any entiti/ using funds made aiaii-
able in thn Aci. the head of each Federal agen­
cy, lo the grea'.e.st extent practicable, shall pro­
vide to tuch entiiy a notice de scribing the state­
ment maris in titisection tai fcy the Ccnz'ess. 

ii..- PRcatnir-ov OF COS TRACTS nv.r.v PLXic-ss 
FALSFIY LABSLtSC PHGZUCTS AS U A O F -'• 
AMZfi.'i'A. — lf tt tias bien finailit dtierm-.ned ty 
a couri s' Fi'-ler :! agency that any £•:•<::••. .r-
tenticnaHy offizt.d 3 l-ibei tearing -x ' 'Made m 
Amcr-.r.a" msc'tpticn. ^ r> •.nn-ript-.or. i . : ; . - . 
'.he .t,2me rncantr,;. !<i any p'oduct so-d in :•• 
iKiW-ed U: thi' {•'.•.ti'J Status :5 r ^ i ' ^".adt :n 
the Uninxt S:c:. i. t.'ii: iter <hc:: te ineligib'.': 

-eceivc ary cc-nfact cr subcon'ract mace 
u:(.'. funds 'mtle at-jil-ib.'-i in this Ad. pwy^ar.: 
TC !.»sf dfoary.er.t. xusfienstc-n xnd ineligit-'.iity 
procedures der rr ited in sections S.«» '.hrcugr. 
1.40S of Utle it. Cede of Federal Regulations. 

SEC. :>'/? Wnen issuing statements. prc!T •(. 
,Vaw-s. rcqueiis for yroposais. bid solictUMions 
and othe? doi-jmenu describing prefects or pro­
grams funded in whole or in part u-Hh Federal 
money, ai! grantees receiving Federal funds in­
cluded in this Ac;, \r.cluding but not limited tc. 
Stale and Iccat governments and recipients of 
Federal research grants, shot! clearly stau. il) 

condition caused by or arising from the preg­
nancy ilsdf. that irou-'d. as certified by a physi­
cian, place the ut-oman in danger of death -inless 
an abortion is performed. 

'bl Sothing tn the preceding sectior. shall te 
•tonnlmed as prohibiting the expenditure ty a 
<:.::<:. iocahty. entity, or pnvate person of Slate. 
- j,' .*r r-r.v-tite '•-nds --ther than a Slate's cr 

.'..••'••i.'ify'j con'.nbut-.cn .;•' Medicaid matching 
••..nds). 

••i Xothing in the preceding sectuin shall te 
•.•insrued as restricting '-he ability of any man-
.i?ed '.are pr-: vider f-om offering abortion cov-
•ragc or the ability of a State or locality io con-
••ci; ' sopara'.eiy ut-ith such a provider fcr such 
;?x erase vuh State .'und -Other lhan a State s 
cr ic-talir/s cc-mr-.Our.vn cf Medicaid matching 
••..rdsi. 

SEC. HO. XotuHhstanding any other provision 
Ix-x. hereafter — 

no amount may be transferred from an ap­
propriation account for the Departmenls of 
Labor. Health and Human Services, and Edu­
cation except as authored in this or any subse-
tjuent appropriation Act. or in thc Act establish­
ing the program or activity fo' uhich funds are 
contained in this Act; 

,'2) no department, agency, or other entity, 
other than the one responsible for administering 
the program O' activity for which an appropria-
tir.r. is made ir. this Act. may exercise authority 
for the timing c' the cbligation and expenditure 
of sveh appropriation, or for the purpose for 
uhich it is obligated and expended, except lo 
the extent and in the manner otherwise pro-
uded tr. sections 1512 and ISIJ of title 31. United 
States Code; and 

Oi no funds p'Ollded under this Act that! me 
jvaitablt for the salary (or jr.y tar: t.he-eof/ of 
ar, i-mpioyee who is reassigned on a temporary 
detail basis to another posilic. in the empicying 
acency or department c in any other agency cr 
depanner.:. unless tht detail is \ndependfniii, 
approved by the head of the cmpioy.r.s depart­
ment rT aoency. 

SEC. 5I .'. ;a.i Xone of the funds made available 
-.n this Acl may be used for— 

'he cteat'.or, of a human embryo o< em-
bryor for rf search purposes; or 

:2'> research in uhich a human embryo or em­
bryos are destroyed, discarded, or knouingly 
subjected !o nsk of infury or death greater than 
thai alloued for research on fetuses in utero 
•ander 16 CFR 46208fa)(2) and section ibStb) of 
the Public Her'lh Sennce Act (42 U SC. 
?m(b». 

(bl For purposes of this section, the lerm 
"human embryo jr embryos" includes any orga­
nism, not protected as a human subject under 45 
CFR 4lS as n( the flnre nt thr ennrrmvnf r.f thi* 
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SSA's Buy-in Demonstration Project 
Status as of February 3,1999 

• Co-location Model: 

State Partidpation 

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

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

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

Essex, MA (Lynn and Salem) 
Pittsburg, OK (McAlester) 
Oklahoma, OK (Oklahoma City) 
Pottawatomie, OK (Shawnee) 
Tulsa, OK (Tulsa) 
Chester, PA 
Fayette, PA 

Dade, FL (central Miami) 
Orange and Osceola, 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 Items 
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. 

Application Model; 
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Department of Labor 
Pension and Welfare Benefits Administration 

Policy, Regulations and Public Services 

Decision Paper; Expand Pension and Health Care Coverage Among Low-Wage and/or Low-Skilled Workers 

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 l o w - s k i l l workers. These 
three new programs would enhance the a b i l i t y of small and medium sized companies to provide health and 
pension coverage to t h e i r employees. Employees would be encouraged to take part i n these programs by means 
of subsidies and/or tax credits. These proposals are targeted tp helping the low-wage/low-skilled worker 
f i n d 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 
f i n a n c i a l demands on these employees and t h e i r 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 t h i s lack of health and retirement coverage i s correlated with wages and 
employer size. Among workers who earn less than $10,000, 30 percent have no health insurance. In 
comparison, approximately 17.5 percent of a l l 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 i s 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 in d i v i d u a l coverage i s $525. 
For family coverage, the annual employee contribution i s nearly $1,800. At smaller firms, the employee 
contribution i s apt to be higher due to higher overall premiums fo r smaller groups and more cost sharing by 
employers. 

In addition, a large proportion of low-wage employees or employees at small firms are not saving f o r 
retirement. For example, i n 1993, only 24 percent of workers i n 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 r e t i r e d persons should'receive approximately 70 percent of t h e i r pre-retirement income 
in order to maintain a l i f e s t y l e consistent with t h e i r pre-retirement standard of l i v i n g . This retirement 
income should come mainly from three sources: an employer-based retirement plan, Social Security, and 
personal savings. Many low-wage and l o w - s k i l l 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 f o r retirement while only four i n 
ten respondents with incomes from $35,000 to $50,000 had less than $10,000 i n an account designated f o r 
retirement. Nor do many of these employees, especially those at small firms, have access to or par t i c i p a t e 
i n an employer-sponsored retirement plan (see below). These employees (without savings or retirement plans) 
w i l l need to r e l y solely on Social Security f o r a retirement income. 

Much of the lack of coverage, both by health care and retirement plans, can be traced d i r e c t l y to access to 
plans. Smaller employers o f f e r health coverage at a lower rate than larger firms. These same firms also 
are less l i k e l y to o f f e r a retirement plan. One of the primary reasons for not o f f e r i n g these plans i s 
cost. The Small Employer Retirement Survey (1998) reports that 45 percent of respondents c i t e the costs of 
required contributions to a retirement plans as an important reason for not o f f e r i n g plans (12 percent c i t e 
t h i s as the most important reason). I n addition, firms that o f f e r health insurance t y p i c a l l y pay up to 80 
percent of health care premiums and, even though health cost increases have moderated i n recent years, these 
costs may s t i l l be a major portion of employee compensation, especially among low-wage workers. 

Thus, employees i n small firms (which tend to pay lower wages) are doubly affected: the firms they work fo r 
are more l i k e l y to not o f f e r health and pension coverage and even when offered, these employees are less 
l i k e l y to accept coverage. According to the 1993 CPS Employee Benefits Supplement, only about one i n f i v e 
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, t h i s problem 
may be increased. Preliminary studies indicate that many families moving o f f TANF and in t o the workforce 
are obtaining low-wage jobs. While there i s no d e f i n i t i v e study on the numbers of people losing health care 
coverage completely, these families are relinquishing health coverage under the Medicaid system. This 
t r a n s i t i o n from p u b l i c l y sponsored health care to no health coverage may induce some heads of families to 
remain on TANF, further exhausting t h e i r e l i g i b i l i t y under the 2 and 5 year time l i m i t s . 

The passage of the Children's Health Insurance Program has provided low-wage parents with a means for 
purchasing affordable health care f o r t h e i r children. However, t h i s s t i l l leaves many adults uncovered as 
they move from Medicaid to the work force. 

Further, although many of these workers receive job and s k i l l s t r a i n i n g , many ̂ o not receive f i n a n c i a l 
planning enabling them to make informed decisions regarding planning f o r retirement. Nor may many of these 
families have access to programs that allow them to save fo r retirement through an employer. 

PWBA currently has a general retirement education i n i t i a t i v e . The three proposed programs w i l l provide the 
fi n a n c i a l incentive f o r employers to o f f e r the means through which employees can save for retirement or 
purchase health insurance and additional incentives for employees to take part i n these programs. 
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Design and Adminietration 

1. Welfare-to-Work Credits; Modeled on the Worker Opportunity Tax Credit (WOTC) program, which i s 
administered by DOL's Employment and Training Administration, t h i s proposal would provide tax credits to 
employers who otherwise qu a l i f y for WOTC and who provide health care and/or pension benefits. 

At present, under WOTC employers who hire a welfare recipient are e l i g i b l e to receive tax credits up to 
$8,500 annually f o r each recipient hired. This credit i s intended to provide the employer with an incentive 
to hire the welfare-to-work candidate and o f f s e t some of the costs of t r a i n i n g and development provided for 
these candidates. 

The Welfare-to-Work tax cred i t program expires May 1, 1999. I f the program expires as scheduled, PWBA 
proposes to replace the Welfare-to-Work tax cred i t with a similar program that allows employers who hire 
candidates who would have q u a l i f i e d under the o r i g i n a l 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 cred i t s . 

Care must be taken to ensure that "crowding out" (a phenomenon i n which subsidized health insurance 
substitutes f o r health insurance that would normally have been provided even without the subsidy) i s held to 
a minimum. Addi t i o n a l l y , the program must be designed to ensure that employers take advantage of the 
program by o f f e r i n g health care or pension benefits to Welfare-to-Work candidates while denying these same 
benefits to ex i s t i n g , 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 j u r i s d i c t i o n of DOL's Employment and Training Administration. The forms presently i n use 
could be modified and the same q u a l i f i c a t i o n s could be used. 

2. Enterprise Zonesi Building on the "Enterprise Community/Empowerment Zone program of which various 
aspects f a l l " under the auspices of three agencies (Agriculture, HHS, and HUD), PWBA proposes that additional 
tax credits be provided to companies that locate new business i n designated zones. The Enterprise Community 
program i s a ten-year program designed to provide tax and regulatory r e l i e f to a t t r a c t or r e t a i n businesses 
i n distressed r u r a l or urban areas. Overall, urban areas have a higher percentage of uninsured Americans. 
Coupled with the Welfare-to-Work program, targeted tax credits f o r employers locating w i t h i n 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 w i t h i n an EC/EZ or companies already located i n an EC/EZ and extending new coverage to i t s 
employees ( i . e . , employees not having access to employer-sponsored pension or health plans f o r the past 12 
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months) would q u a l i f y f o r tax credits or subsidies. Only companies qu a l i f y i n g f o r EC/EZ funding/subsidies 
would be e l i g i b l e . HUD would use exi s t i n g q u a l i f i c a t i o n s to determine e l i g i b i l i t y . The program design would 
need to ensure that coverage would not be l i m i t e d to a l i m i t e d number of employees 

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

3. Health/Pension Consumer Tax Credits: 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 f o r the contributions. (The EITC presently provides income tax credits on a s l i d i n g 
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 i n d i v i d u a l l y purchased health insurance only i n 
instances where the i n d i v i d u a l does not have access to employer-sponsored health insurance. 

Administration and enforcement of t h i s program would be granted to the IRS under the auspices of the EITC 
program. 

Budget Discussion/Implications: Compliance and enforcement of these three proposals would f a l l under the 
auspices of three d i f f e r e n t agencies. HUD provides the lead administrative f o r the Enterprise 
Community/Empowerment Zone program, and would be the proper place for administration and oversight of t h i s 
program. The IRS, through the tax code, has j u r i s d i c t i o n over the EITC program, and as such, would continue 
to have j u r i s d i c t i o n over the Health/Pension Tax Credit. These f i r s t two proposals would provide tax 
r e l i e f f o r corporations providing these products to t h e i r employees, and as such, have negative budget 
implications (less revenue due to tax c r e d i t s / w r i t e o f f s ) . 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 o f f e r health/pension 
plans and how many employees accept the o f f e r . 

None of the proposals requires d i r e c t funding from the Department of Labor or PWBA. However, for each 
proposal, there i s a tax revenue implication. Administratively, PWBA requests 2 FTE and $240,000 to 
coordinate these programs with the agencies that have j u r i s d i c t i o n . One FTE and $120,000 would assist i n 
designing the WOTC tax program, l i a i s o n with ETA, and provide technical assistance to the regions. One FTE 
and $120,000 would be tasked with coordinating the e f f o r t s 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 w i l l further the Department's second strategic goal: A Secure 
Workforce. PWBA i s charged with enhancing the access to pension and health benefits for a l l 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 a b i l i t y to finance these benefits because of cost (premiums or retirement fund 
contributions). These proposals address these problems by providing f i n a n c i a l r e l i e f to both the suppliers 
of the benefits (employers) and to those accessing the benefits (employees). By enhancing the a b i l i t y ' of 
employees to access affordable benefits, PWBA achieves i t s goal of promoting the economic security of 
workers and families 

Impact on Workload and Performance: The administration of a l l three programs f a l l w i t h i n the auspices of 
outside agencies (ETA, IRS, HUD/HHS/USDA). The two additional FTE are requested f o r coordination and 
information dissemination purposes. To implement t h i s program, PWBA i s requesting the addition of two FTE 
with s k i l l s to design programmatic goals and guidelines, to work closely with other departmental and agency 
of f i c e s , to coordinate programs and processes, and to communicate with industry and trade o f f i c i a l s . PWBA 
expects that most inqu i r i e s for these programs w i l l be handled by the agency with j u r i s d i c t i o n . 
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Decision Paper: 

Department of Labor 
Pension and Welfare Benefits Administration 

Expand Pension and Health Care Coverage Among Low-Wage and/or LPW-Sklll Workers 
Object Class Analysis 

(In thousands of dollars) 
Cross Cut/ 

Policy, Decision 
Enforcement Regulations and Program Paper 

and compliance Public ServiceB Oversight Total— 

FTE Ceiling: 
EOY Employment: 

11.1 Full-Time Permanent.... 
11.3 Other Than Full-Time Permanent 
11.5 Other Personnel Compensation 
11.9 Subtotal, Personnel Compensation... 

12.1 C i v i l i a n Personnel Benefits 
21.0 Travel & Transportation of Persons. 
22.0 Transportation of Things 
23.1 Rental Payments to GSA 
23.3 Communication, U t i l i t i e s & Mlsc 
24.0 Printing and Reproduction 
25.2 Other Services 
25.3 Purchases from Government Accounts. 
25.5 Research & Development Contracts... 
25.7 Operations & Maintenance of Equip.. 
26.0 Supplies and Materials 
31.0 Equipment 

Total 

Included above: 
Working Capital Fund (25.3) 

Strategic Goal Summary - FTB 
Prepared Workforce 
Secure Workforce 
Quality Workplace 

TOTAL 

Strategic Goal Summary - Dollars 
Prepared Workforce 
Secure Workforce 
Quality Workplace 

TOTAL 

0 2 0 2 
0 2 0 2 

0 $142 0 $142 
0 0 0 0 

0 0 0 Q 
0 142 0 142 

0 30 0 30 
0 10 0 10 
0 1 0 1 
0 12 0 12 
0 1 0 1 
0 0 0 0 
0 4 0 4 

0 12 0 12 

0 0 0 0 
$20 0 0 20 
0 2 0 2 

6 6 

$20 $220 0 $240 

(0) (12) (0) (12] 

0 0 0 0 

0 2 0 2 

0 0 0 0 
0 2 01 2 

0 0 0 0 

$20 $220 0 $240 

o 0 o 0 
$20 $220 0 $240 
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PHOTOCOPY 

US 

Social Security Administration 
Division of Representative 

Payment and Evaluation 

GEORGINA HARDING 
Division Director 

6401 Security Blvd. 
Baltimore, MD 21235 

(410) 965-9800 
FAX (410) 966-0980 
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/ Common factors 
Publicity 

- Toll free phone number 
staffed by SSA 
employees 

- In-depth screening 

- SSA tracks progress of 
applications 
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V Screening Model 
- Referrals to State welfare 

office for applications 

S Co-Location Model 
- State welfare worker in 

SSA office takes 
application 

V Application Model 
- SSA completes 

./; "application form 
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Summer 1998 

Winter 1998 

Spring 1999 

gram 
Time Line 

- Program design 

- Federal Register announcement 

- Identification of State participants 

- Obtain design/evaluation contractor 
- Development of screening device 
- Training of SSA staff 

- Demonstration begins 
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Medicare Buy-In 

Demonstration 
Program 



Goal 

• To find ways to use SSA processes to 
efficiently and effectively increase 

-in 
title II beneficiaries, including widow(er)s. 

- si 



[ M Buy-In Demonstration 

S 9 month demonstrations 

y Total of 15 communities in 3-5 States 

ir. - M 



^ 3 

Target 

y Low-income disabled and aged 
beneficiaries, including potential: 

Specified 1 ow-income Medicare beneficiaries; 

QI - I s 
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Buy-In Demonstration 
Components 

V Internal: 
Increased Medicare Part B buy-in screening 
and referral activities * 
Nationwide 

• External 
Federal-State partnerships 

15 Communities 

3 Models 
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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 1M-2830-1 to more 
precisely identify the facts and 
circumstances the staff w i l l consider 
when reviewing a particular below-
breakpoint sale. Specifically, 1M-2830-
1 wi l l be amended to provide that 
NASD Regulation examination staff, in 
reviewing a below-breakpoint sale w i l l 
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. 

IL 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 A c t 4 

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.6 

The Commission believes that the 
proposal to amend IM-2830-1 to clarify 
the application of the mutual fund 
breakpoint sales rule to modem 
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 

trade, and, in general, to protect 
investors and the public interest.7 

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. 

III. 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. 9 

It is therefore ordered, pursuant to 
Section 19(b)(2) of the Act , 1 0 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 Enrollment 
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 IV 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 w i l l evaluate means 
to promote the Medicare buy-in 
programs targeted to elderly and 
disabled individuals under titles XVIII 

" 15 U.S.C. 78o-3. 
5 15 U.S.C. 78s(b). 
"15 U.S.C. 78o-3. 

7 15 U.S.C. 78o-3(b)(6). 
"15 U.S.C. 78o-3. 
9 15 U.S.C. 78(c)f. 

i"15 U.S.C. 78s(b)(2). 
iil7CFR200.30-3(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 
Sendees. The Commissioner of Social 
Security is responsible for the Social 
Security and Supplemental Security 
Income (SSI) programs described in 
titles II 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 wi l l 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 - l 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. Al l 
comments and expressions of State 
interest in participation received at the 
internet address w i l l 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 w i l l 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 beneHciaries 
(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 exceed 
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. SpeciHed 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-ls). 
Subject to the availability of funding, 
QI-ls 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-ls 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 
w i l l conduct a Medicare Part B buy-in 
demonstration to assist our 
beneficiaries. The two-part 
demonstration w i l l be designed to 
identify and overcome the obstacles to 
Medicare Part B buv-in enrollments for 
QMBs. SLMBs and QI-ls . 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 jo in 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 w i l l 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 w i l l be to advise SSA on 
how to implement the three models 
described above. SSA w i l l be 
responsible for collecting data, and SSA 
will develop a management information 
svstem. The contractor w i l l 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 wi l l 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 w i l l 
be expected to cooperate with the 
contractor at key points of the design 
and evaluation activities. The contractor 
wi l l be expected to consult with HCFA 
on its activities. Both the internal and 
external components of this 
demonstration wi l l be designed to avoid 
duplicating any other Federal efforts. 

The evaluation component w i l l 
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 w i l l include a comparison of buy-
in program applications and 
enrollments 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 w i l l be 
honored to the extent possible. 

Authority: Division A, Title IV 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 4190-29-P 

DEPARTMENT OF STATE 

Office of the Secretary 

[Pub l ic Not ice 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(0 
of the Immigration and Nationality Act 
of 1952 as amended (8 U.S.C. 1182(0), 
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. 211 a 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 Medicare buy-in programs targeted to the elderly 
and disabled who may be eligible but have not enrolled. The demonstration will:. 

• measure the impact of reducing obstacles to buy-in enrollments identified in the 
most recent study published by Families USA, and : ' . 

• intensify efforts to identify potential eligibles from the Medicare'population who 
contact SSA, such as persons, who become widow(er)s. 

SSA will issue internal instructions on referring potential eligibles identified during SSA 
processes (such as death reports taken .from hew widow(er)s) to Medicaid State 
agencies and run a three model demonstration^ Each model would be conducted in 
3-5 communities, for a total of up to 15 communities, in.participatihg: States' targeted :/> 
areas. A Federal Register notice will solicit public comment dnd^inyite States to 
participate in the demonstration,/The'mode.ls,;are:,i-.^ ' • ' ^ , 

1. Screening - Measuring the increase in 6uy-in participation resulting from SSA 
serving as an intermediary ahd facilitator for :buy-in applications appointments at the 
welfare office. 

2. Co-location - Measuring buy-in participation increases resulting from SSA referrals 
to a welfare worker outstationed in SSA offices to take buy-in applications. 

3. Application - Measuring participation 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 appointments for applications. In two-thirds of the communities, the application 
would be taken at an SSA office! In one-third of the communities, the application would 
be completed at the welfare office. SSA also would follow up on outstanding buy-in 
decisions with the welfare office. 

An independent Contractor will consult on the design and evaluate the demonstration to 
determine the increases in buy-in traffic resulting 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-in enrollments. 



• -1 A 

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 beneficiaries: 

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

-A 

Publicity - SSA is working with the Health Care Financing Administration 
(HCFA) to increase publicity about the Medicare buy-in programs in 
SSA's field offices, publications and information campaigns. : 

.f Targeting Eligibles - SSA has made its records available to HCFA .to* :> 
select beneficiaries who may be eligible for buy-in: 

v .; , In Addition 

Since the Summer, SSA issued two sets of detailed reminders to each 
of its 45,000 intake workers about the importance of following existing 
instructions to discuss the Medicare buy-in programs routinely iri • 

^contacts with the public and to inform potential eligibles how to file for 
•those programs. 
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/fVom /wnc?s provided under the first paragraph, not 

less than $200,000,000 shall he available for conducting 

continuing disability reviews. 

From funds provided under the first paragraph, the 

Commissioner of Social Security shall direct $6,000,000 

for Federal-St ate 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 availabh until September 30, 

2000, for continuing disability revieivs as authorized by 

section 103 of Public Law 104-121 and section 10203 of 

Public Law 105-33. Ihe term "continuing disability re-

vie^vs,, 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 eaxess of $5. OO per supplementary paym.ent 

collected pursuant to section 1616(d) of the Social Security 

Act or section 212(b)(3) of Public Law 93-66, which shall 

remain availabU until expended. To the extent that the 

amounts collected pursuant to such section 1616(d) or 

212(b)(3) in fiscal year 19.99 exceed $75,000,000, the 
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CORPORATION FOR P U B L I C BROADCASTING 

The conference agreement includes lan­
guage proposed by the Senate providing an 
addi t ional Sl5.000.000 fo r d ig i t a l i za t ion . i f 
specif ical ly authorized by subsequent legis­
la t ion by September 30. 1999. The Federal 
Communications Commission (FCC) has 
mandated tha t a l l public te levis ion stations 
be converted f r o m analog to d i g i t a l trans­
missions by May 2003. Publ ic broadcasting 
stations face substant ia l f inanc ia l obstacles 
in meet ing this schedule. D i g i t a l conversion 
w i l l cause extreme hardship on smal l ru ra l 
stations and the conference agreement en­
courages tha t funds provided be targeted to 
those stations w i t h the most financial need. 

F E D E R A L M E D I A T I O N A N D C O N C I L I A T I O N 

S E R V I C E 

The conference agreement includes lan­
guage proposed by the Senate regarding the 
au tho r i t y of the D i r ec to r t o accept and use 
g i f t s . 

I N S T I T U T E OF M U S E U M A N D L I B R A R Y SERVICES 

The conference agreement provides 
5166.175,000 for the I n s t i t u t e of Museum and 
L i b r a r y Services instead of S146.340.000 as 
proposed by the House and S156.340.000 as pro­
posed by the Senate. W i t h i n th i s amount, 
the conference agreement sets aside 
S25.000,000 fo r na t iona l leadership projects, 
including S4.000.000 fo r a broad-basejj com­
p e t i t i o n on improv ing the q u a l i t y of l i b ra ry 
and museum services. Th i s compe t i t i on shall 
be administered i n a manner consistent w i t h 
the requirements applicable i n author iz ing 
statutes and the In s t i t u t e ' s General Admin ­
is t ra t ive Manual . I n admin i s t e r ing this com­
pe t i t ion , the Di rec tor shal l give f u l l and f a i r 
consideration to appl icat ions submit ted by 
the in s t i t u t ions iden t i f i ed in the Senate Re­
port (105-300) and i n t h i s s ta tement of the 
managers. The M e t r o p o l i t a n Museum of A r t 
has undertaken an innova t ive projec t to 
record and l i b r a ry d i g i t a l photographs of a 
substant ial po r t i on of i t s co l lec t ion , wh ich is 
the largest co l lec t ion i n the Western Hemi­
sphere. I n order to assist the Museum make 
its co l lec t ion avai lable to students and l i ­
brary patrons th roughout the Na t ion , the D i ­
rector is encouraged to provide S500.000 fo r 
this project . I n add i t ion , the Di rec tor is en­
couraged to continue a Na t iona l Leadership 
grant award to an h i s to r ic medical l ib ra ry . 

The conference agreement includes 
S10.000.000 for the N a t i o n a l Cons t i t u t i on Cen­
ter f o r exh ib i t ion design, program planning, 
and operat ion of the Center to engage a l l 
citizens i n understanding the Cons t i t u t i on 
and i t s h is tory . The conference agreement 
includes S750.000 fo r the D i g i t a l Geospatial 
and Numerica l Data L i b r a r y a t the Univer­
s i ty of Idaho. The conference agreement i n ­
cludes SI.250,000 f o r the F r a n k l i n I n s t i t u t e i n 
Philadelphia, PA to m a i n t a i n and enhance 
the oldest sc ien t i f ic j o u r n a l i n the Uni ted 
States, t o manage an extensive in t e rna t iona l 
program and to provide an innovat ive 
science education p rogram i n the l i b r a r y set­
t i ng . 

The conference agreement also includes 
S2.000.000 for the New Y o r k Publ ic L i b r a r y to 
enhance d ig i t i z a t i on e f fo r t s to improve on­
line access to l i b r a r y col lect ions. The con­
ference agreement includes S35.000 fo r the 
Children s Museum i n Manha t t an . The con­
ference agreement includes S300.000 f o r com­
ple t ing t ransc r ip t ion , indexing, cataloging, 
and m i c r o f i l m i n g of approx imate ly 1.200 ora l 
h i s to ry interviews r e l a t i n g t o Iowa labor and 
unions and to process and catalog approxi­
ma te ly 800 shelf fee t of labor h i s t o r y archi­
va l ma t e r i a l i n order to make the ent i re col­
lec t ion accessible t o researchers and to the 
public. The conference agreement includes 
SI.100,000 for the Museum of Science and I n ­
dust ry i n Chicago. I l l i n o i s for a nau t i ca l ex­
h i b i t i o n . 

N A T I O N A L L A B O R R E L A T I O N S BOARD 

The conference agreement provides 
S184.451.000 for the Nat iona l Labor Relations 
Board as proposed by the Senate instead of 
S174.661.000 as proposed by the House. 

RAILROAD RETIREMENT BOARD 
DUAL BENEFITS PAYMENTS ACCOUNT 

The conference agreement provides 
S189.000.000 for dual benefits payments as 
proposed by the Senate instead of S191.000.000 
as proposed by the House. 

LIMITATION ON ADMINISTRATION 

The conference agreement includes a l i m i ­
t a t i o n on transfers f r o m the ra i l road t r u s t 
funds o f S90.000.000 fo r adminis t ra t ive ex­
penses as proposed by the Senate instead of 
S86.000.OO0 as proposed by the House. 

LIMITATION ON THE OFFICE OF INSPECTOR 
GENERAL 

The conference agreement includes a l i m i ­
t a t i o n on transfers f r o m the ra i l road t r u s t 
funds of S5.600.000 fo r the Office of Inspector 
General as proposed by the Senate instead of 
S5.400.000 as proposed by the House. The con­
ference agreement includes a provision by 
the House prohibi t ing the use of funds fo r 
any a u d i t , invest igat ion or review of the 
Medicare program. The conference agree­
ment makes this p roh ib i t ion a permanent 
change i n law. 

S O C I A L SECURITY A D M I N I S T R A T I O N 

SUPPLEMENTAL SECURITY INCOME PROGRAM 
The conference agreement includes 

S21.552.000.000 for the Supplemental Secur i ty 
Income Program instead of S21.495,000.000 as 
proposed by the House and S21.538.000.000 as 
•proposed by the Senate. The conference 
agreement includes language authorizing the 
Commissioner of Social Securi ty to use 
S6.000.000 fo r Federal-State partnerships to 
evaluate ways to promote Medicare buy- in 
programs targeted to elderly and disabled i n -

j i i v i d u a l s . The conference agreement i n ­
cludes SI.000.000 to be used to conduct pol icy 
research t o support the goals of the Presi­
den t i a l Task Force on Employment of Adul ts 
w i t h Disabi l i t ies . I n designing and imple­
m e n t i n g research on the barriers to employ­
ment f o r persons w i t h disabil i t ies, the Social 
Secur i ty A d m i n i s t r a t i o n shall consult f u l l y 
w i t h the Presidential Task Force. 

L I M I T A T I O N ON ADMINISTRATIVE EXPENSES 

The conference agreement includes a l i m i ­
t a t i o n o f S5.996.000.000 on transfers f r o m the 
Social Secur i ty and Medicare t rus t funds and 
Supplementa l Secur i ty Income program fo r 
a d m i n i s t r a t i v e ac t iv i t i e s instead of 
S5.949.000.000 as proposed by the House and 
S5.982.000.000 as proposed by the Senate. 

The Social Secur i ty Admin i s t r a t i on oper­
ates a unique cooperative t r a in ing program 
w i t h the Association of Admin i s t r a t ive Law 
Judges. Inc . . which is recognized by State 
bar associations for cont inu ing legal edu­
ca t ion credits . I t is believed tha t th is unique 
p rogram w i l l improve SSA's a b i l i t y to meet 
i t s performance goals and SSA is encouraged 
to con t inue and expand i ts support of th i s 
p rogram, inc luding reimbursement of con­
ference reg is t ra t ion fees fo r the Association 
of A d m i n i s t r a t i v e Law Judges, Inc. annual 
t r a i n i n g conference, to increase A L J pa r t i c i ­
pa t ion . 

O F F I C E OF INSPECTOR G E N E R A L 

The conference agreement provides 
S56.000.OO0 fo r the Off ice of Inspector General 
t h r o u g h a combinat ion of general revenues 
and l i m i t a t i o n s on t r u s t fund transfers as 
proposed by the House instead of SSO.212.000 
as proposed by the Senate. 

U N I T E D S T A T E S I N S T I T U T E OF PEACE 

The conference agreement provides 
$12,160,000 for the Uni ted States In s t i t u t e of 

Peace instead of SI 1.160.000 as proposed by 
the House and SI 1.495.000 as proposed by the 
Senate. Fund ing provided above the Presi-
dent s request level shal l be used fo r the Bos­
nia i n i t i a t i v e described i n the Congressional 
budget j u s t i f i c a t i o n accompanying the f iscal 
year 1999 budget request. 

T I T L E V — G E N E R A L PROVISIONS 
D I S T R I B U T I O N OF S T E R I L E N E E D L E S 

Both the House and Senate bi l ls conta in 
prohib i t ions on the use of Federal funds for 
the d i s t r i b u t i o n of s ter i le needles for the in ­
j e c t i o n of any i l lega l drug (section 505). The 
Senate language allows the Secretary to 
waive the p r o h i b i t i o n to a l low a needle ex­
change program i f she determines t h a t such 
program is ef fec t ive i n prevent ing the spread 
of H l V and does not encourage the use of i l ­
legal drugs and t h a t the p rogram is operated 
i n accordance w i t h c r i t e r i a established by 
the Secretary to ensure those condit ions are 
met. The House b i l l includes a s t r i c t prohib i ­
t i o n w i t h no waiver a u t h o r i t y . The con­
ference agreement is the same as the House 
language. 

A B O R T I O N R E S T R I C T I O N 

Both the House and Senate bi l ls conta in 
the Hyde amendment t h a t was revised i n the 
f iscal year 1998 appropria t ions A c t . However, 
the House b i l l includes add i t iona l c l a r i f y i n g 
language t o ensure t h a t the Hyde amend­
ment applies t o a l l t r u s t f u n d programs fund ­
ed in the b i l l . The conference agreement is 
the same as the House language. 

F U N D T R A N S F E R P R O H I B I T I O N 

Both the House and Senate b i l l s conta in a 
provis ion t h a t prohib i t s t ransfers of funds 
f r o m an appropr ia t ion account i n the De­
partments of Labor, hea l th and Human Serv ­
ices and Educat ion except as authorized i n 
this or any subsequent appropriat ions Ac t or 
i n the A c t establ ishing the program f o r 
which funds are contained i n this Act . The 
conference agreement makes th is provis ion 
permanent. 

T E A M S T E R S E L E C T I O N 

The conference agreement includes a gen­
eral p rov is ion proposed by the House t h a t 
prohibi ts the use of funds i n th i s A c t fo r the 
e lect ion of off icers of the In t e rna t iona l 
Brotherhood of Teamsters. The Senate b i l l 
had no s i m i l a r provis ion. 

U N O B L I G A T E D S A L A R I E S A N D E X P E N S E S 

The conference agreement includes a gen­
eral p rov is ion proposed by the House t h a t 
would a l low salaries and expenses funds i n 
the b i l l t h a t are unobl igated a t the end of 
f iscal year 1999 to r ema in available fo r three 
add i t iona l months , provided t h a t the Appro­
pr ia t ions Commit tees are n o t i f i e d before the 
funds are obl igated. The Senate b i l l had no 
s imi l a r provis ion. 

N A T I O N A L L A B O R R E L A T I O N S A C T 

The conference agreement does no t include 
a general provis ion proposed by the House 
t h a t wou ld have amended the Nat iona l Labor 
Relations A c t to require the Nat iona l Labor 
Relat ions Board to adjus t i t s j u r i s d i c t i o n a l 
threshold amounts fo r the i n f l a t i o n t ha t has 
occurred since the adopt ion of the current 
thresholds an August 1. 1959. The Senate b i l l 
had no s i m i l a r provis ion. 

H E A L T H I D E N T I F I E R 

The conference agreement includes a gen­
eral p rov is ion proposed by the Senate mod i ­
f ied to provide t h a t none o f the funds i n th i s 
A c t may be used to adopt a final standard 
p rov id ing f o r a unique hea l th iden t i f i e r f o r 
an i n d i v i d u a l u n t i l l eg i s la t ion is enacted spe­
c i f i c a l l y approving the standard. The House 
b i l l had no s i m i l a r provis ion . 

S A L A R I E S A N D E X P E N S E S REDUCTION 

The conference agreement deletes section 
515 of the Senate b i l l t h a t would have re­
duced salaries and expenses appropriat ions 


